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ABSTRACT
Eating disorders (EDs) have the highest mortality rate of any mental health
condition for all ages (Watt & Dickens, 2018). Eating disorders are particularly deadly in
adolescents with 1.8% of adolescents dying and 17% remaining unwell long term
(Beukers, Berends, de Man‐ van Ginkel, van Elburg, & van Meijel, 2015). Carter et al.
(2012) expressed that specialized intensive treatment for AN often produces successful
responses to treatment, but the significant rate of relapse suggests that acute inpatient/day
treatment alone may not be adequate to result in long lasting behavioral changes to
maintain normal weight and symptom abstinence once the external structure of the
hospital program is removed. EDs interfere with an individual’s daily life, and can impact
most areas of occupation such as activities of daily living (ADLs), work, education,
relationships and social participation, leisure, rest and sleep, and instrumental activities of
daily living (IADLs).
Occupational therapy (OT) is one of the primary disciplines that plays a key role
in the treatment of individuals with EDs in all treatment settings (Mack, 2019).
Occupational therapy allows for unique opportunities to address various client factors
such as values, beliefs, interpersonal skills, habits, roles, environmental context, and
routines (Mack, 2019). OTs, therefore, are able to identify and address meaningful tasks,
unhealthy occupations or behaviors, rituals, and values that are unique to a patient’s
experience with this disorder. Throughout the review of the literature, the authors
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discovered a lack of availability of home health treatment programs for continuation of
treatment after discharge from inpatient facilities, leading to a decrease in generalizability
and high relapse rates post-discharge (Sproch & Anderson, 2018). From this discovery, it
was determined that creating an occupational therapy structured home program designed
to be used as a continuation of therapy after discharge from inpatient treatment would
ultimately address one of the most prominent needs of this population. Through the
provision of a home-based intervention program, a patient discharged from an inpatient
setting would be discharged into a familiar environment that is supportive of continuing
and maintaining recovery. In further support of a home treatment program, research has
shown that relapse prevention strategies involving implementing change to the patient’s
home environment may be highly beneficial and critical to maintaining behavioral
changes that were initiated in the inpatient treatment facility (Sproch & Anderson, 2018).
The methodology of this scholarly project included a review of literature
regarding the current role of occupational therapy in the treatment of eating disorders,
current treatment options and approaches, relapse and recovery rates, impact on
occupational performance and participation, and availability of home health treatment
options. This research helped to determine the components that would be the most
beneficial to be addressed when creating a home based treatment program for individuals
with eating disorders. Following this, a procedure manual was created for implementation
of this program by an occupational therapist with experience treating clients with EDs.
To address the need for a home-based intervention program for continuation of
treatment post discharge from an inpatient setting, a procedure manual was created
outlining twelve sessions addressing various topics designed to help individuals with EDs
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continue with successful recovery. The topics used in this program include: selfcompassion, routines, trigger and coping identification, relaxation and stress
management, family, self-esteem and body image, meal preparation, assertiveness, social
participation, leisure, and spirituality. This program was designed to be implemented by
an occupational therapist, with the client and occupational therapist meeting in the
client’s home for an hour, once per week for 12 weeks. The hope is that this program will
establish a supportive environment in the client’s home to promote generalization of
treatment approaches, and will reinforce continued recovery by providing clients with
tools and strategies they can use to return to successful participation in meaningful
occupations.
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CHAPTER 1
INTRODUCTION
Eating disorders have the highest mortality rate of any mental health condition for
all ages (Watt & Dickens, 2018). Eating disorders are particularly deadly in adolescents
with 1.8% of adolescents dying and 17% remaining unwell long term (Beukers, Berends,
de Man‐van Ginkel, van Elburg, & van Meijel, 2015). Eating disorders (EDs) are the
third most common chronic illness among adolescents, with the peak age of onset
occurring between the ages of 14-19 (Herpertz-Dahlmann, 2015). Eating disorders are a
complex mental health condition characterized by maladaptive eating behaviors coupled
with distorted body image and dissatisfaction with one’s body weight or shape. Two of
the most common eating disorders are anorexia nervosa (AN), and bulimia nervosa [BN]
(Obadina, 2014).
As stated by Zipfel et al. (2015), AN is characterized by intense fear of weight
gain and a disturbed body image, which can motivate individuals to engage in severe
dietary restriction or other behaviors such as purging or excessive physical exercise to
lose weight. Guarda, Schreyer, Boersma, Tamashiro, and Moran (2015) define AN as a
disorder with symptoms such as self-induced starvation, excessive exercise, restriction of
eating, and an extreme fear of becoming overweight. Both of these definitions highlight
the behaviors experienced by an individual suffering from AN, with these behaviors
contributing to the high mortality rate associated with this mental health disorder. BN is
characterized by the uncontrolled eating of abnormally large quantities of food, followed
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by compensatory behaviors such as vomiting, laxative use, and/or excessive exercise
(Harrington, Haxton, & Jimerson, 2015).
Typical treatment involves inpatient treatment at a hospital where the primary
intervention is exposure to regular eating without the opportunity to escape or avoid
eating, with additional focus on confronting the behavior with intense behavior
modification (Sproch & Anderson, 2018). The primary function of an acute inpatient unit
is to medically stabilize and control intake of calories in preparation for a partial
hospitalization program or outpatient (Mack, 2019). Patients are unable to use
compensatory strategies in an inpatient setting due to close monitoring by staff during the
refeeding process (Sproch & Anderson, 2018). Inpatient treatment is conducted by an
interdisciplinary team typically including a family physician, nurse, social worker,
counselor, psychiatrist, occupational therapist, physical therapist, dietitian, and family
members (Kloczko & Ikiugu, 2006). As stated by Sproch and Anderson (2018), inpatient
treatment is advantageous to individuals suffering from EDs due to its success in
restoring weight, improving mood, and reducing pathology, but it is also detrimental in
that it is an expensive form of treatment conducted in a contrived environment that
greatly differs from the natural home environment.
There are many factors that can make inpatient treatment difficult. Patients
suffering from an ED can experience issues such as financial strain, interruptions to daily
life, loss of hope due to frequency of relapse, and comorbidities that can impact receiving
standard treatment (Guarda et al., 2015). Traditional treatment can lead to occupational
deprivation with eating, social participation, family, work, and education due to the
nature of intensive outpatient or inpatient treatment. Inpatient treatment can be disruptive
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to the educational process due to the requirement of admittance into a treatment facility.
This removes individuals from the typical educational environment, which can lead to
further social isolation from peers and disruption to the normal routine of daily life. This
sacrifice is often required for an individual to receive the necessary medical care, but
further removes the client from their natural and familiar context. It is also known by
clinicians that the transition from inpatient rehabilitation to outpatient care is challenging
and can often be seen as a step-down in a patient’s recovery due to the intense
environment change (Sproch & Anderson, 2018). Often times, relapse prevention
techniques are implemented toward the end of a patient’s inpatient treatment. These
techniques generally consist of education on relapse prevention and development of a
relapse prevention plan intended to be continued after discharge either with an outpatient
program or independently by the will of the client (Sproch & Anderson, 2018).
The proposed home based eating disorder treatment program for adolescents
described in this scholarly project is designed for continuation of treatment when
transitioning from inpatient treatment to home. For individuals transitioning home after
discharge from an inpatient program, the availability of this program could help to
facilitate ease of transition, support continued recovery in the home, and help to prevent
relapse as individuals attempt to maintain recovery in a less structured environment. This
program will be implemented in the home environment for adolescents ages 12-19 by an
occupational therapist. The occupational therapist will be trained in conducting the 12
week program, and will meet with the client once per week to teach each week’s session
materials. The client will then carry out the intervention in the home throughout the week
until meeting with the therapist at the start of the following week to learn the next
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session. It is anticipated that clients will use the knowledge and strategies learned in each
session to promote or maintain recovery in the natural environment, while encountering
both supports and barriers. The Ecology of Human Performance (EHP) model is used to
provide structure and design to the home program, and assists with the facilitation and
explanation of learning objectives, educational materials, and the structure of
interventions. As noted in an assumption of the EHP model, the incorporation of
treatment into the home environment will help to prevent difficulty with generalizability
that can occur when interventions are conducted in contrived environments. The ability
of clients to generalize the strategies learned in inpatient rehabilitation to the home
environment may ultimately prevent relapse and the re-admittance to inpatient treatment.
Occupational therapy (OT) is one of the primary disciplines that plays a key role
in the treatment of individuals with EDs in all treatment settings (Mack, 2019). For
recovery to occur the elements of hope, healing, empowerment, and connection must
exist, and occupational therapy can assist in instilling hope while developing a sense of
identity separate from the illness with a client-centered approach (Clark & Nayar, 2012).
Occupational therapy allows for unique opportunities to address various client factors
such as values, beliefs, interpersonal skills, habits, roles, environmental context, and
routines (Mack, 2019). OTs, therefore, are able to identify and address meaningful tasks,
unhealthy occupations or behaviors, rituals, and values that are unique to a patient’s
experience with this disorder. This home program will focus on the transaction between
the person, tasks, context, and performance, and on increasing the performance range of
the individual. Facilitating a supportive context, increasing the tasks available that are
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meaningful and purposeful, and increasing a person’s skills and abilities will allow for
the maintenance of recovery and prevention of relapse in the home environment.
The proceeding chapters will review several topics related to the creation of the
home-based eating disorder treatment program for adolescents. The current literature on
the topics of anorexia nervosa and bulimia nervosa etiology, current treatment
approaches, barriers to receiving treatment for patients with an eating disorder, and the
role of occupational therapy will be reviewed to further demonstrate the need for this
program. Methodology used to create the home-based program will be highlighted, and
the overall program will be presented in the following chapters.
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CHAPTER II
REVIEW OF LITERATURE
Current Problem

Eating disorders (EDs) are the third most common chronic illness among
adolescents, with the peak age of onset occurring between the ages of 14-19 (HerpertzDahlmann, 2015). Eating disorders are a complex mental health condition characterized
by maladaptive eating behaviors coupled with distorted body image and dissatisfaction
with one’s body weight or shape. Two of the most common eating disorders are anorexia
nervosa (AN), and bulimia nervosa (BN) (Obadina, 2014). The lifetime prevalence of
anorexia nervosa is approximately .5-.6%, with prevalence of bulimia nervosa falling
between .5%-1% (Ágh, Kovács, Supina, Pawaskar, Herman, Vokó, & Sheehan, 2016).
Anorexia nervosa is reported to occur in around 1% of women, and in less than 0.5% of
men (Zipfel, Giel, Bulik, Hay, & Schmidt, 2015). AN is particularly debilitating, as it has
a high rate of mortality and morbidity, as well as a high potential to become a chronic
disorder (Sproch & Anderson, 2018). According to Watt and Dickens (2018), eating
disorders have the highest mortality rate of any mental health condition, with 1.8% of
adolescents dying and 17% remaining unwell long term.
As stated by Zipfel et al. (2015), AN is characterized by intense fear of weight
gain and a disturbed body image, which can motivate individuals to engage in severe
dietary restriction or other behaviors such as purging or excessive physical exercise to
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lose weight. Guarda, Schreyer, Boersma, Tamashiro, and Moran (2015) define AN as a
disorder with symptoms such as self-induced starvation, excessive exercise, restriction of
eating, and an extreme fear of becoming overweight. Both of these definitions highlight
the behaviors experienced by an individual suffering from AN, with these behaviors
contributing to the high mortality rate associated with this mental health disorder. BN is
characterized by the uncontrolled eating of abnormally large quantities of food, followed
by compensatory behaviors such as vomiting, laxative use, and/or excessive exercise
(Harrington, Haxton, & Jimerson, 2015). This binging and purging cycle must occur at
least once per week for an individual to be diagnosed with BN (American Psychiatric
Associate, 2013). Binge eating is a defining feature of bulimia nervosa and it can also be
a common symptom in anorexia nervosa (Eli, 2015). Binge eating can be a response to
hunger, a maladaptive behavior related to stress, anxiety, or low self-esteem, or it can be
a form of dissociation (Eli, 2015). Binge eating can also be seen as a form of emotional
cycling, as binge eating may be preceded by a negative emotion or feeling which is
relieved following a binge episode (Eli, 2015).
Bell, Coulthard, and Wildbur (2017) state that shame and self-disgust are often
felt in those who suffer from EDs, and that these feelings can result in withdrawal from
others and the belief that one is being socially rejected. Bell et al. (2017) also suggests
that self-disgust can be linked to characteristics such as temperament, the sociocultural
environment, and personal life experiences. In addition, individuals with an AN diagnosis
may experience multisensory impairments involved with the body’s perception of tactile
and proprioception regulation, which is not observed in a BN diagnosis (Bell et al.,
2017). Bell et al. (2017) found that higher levels of anxiety and lower sensation seeking
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are associated with higher levels of self-disgust, and that self-disgust was found to be
related to sensation avoidance and lower sensation seeking in a BN diagnosis.
Approximately 10% of the general population suffers from some type of eating
disorder, and many of these individuals do not seek treatment (Herpertz-Dahlmann,
2015). Subsequently, children and adolescents suffering from these conditions often
progress into adulthood with a chronic and disabling condition (Herpertz-Dahlmann,
2015). EDs are frequently diagnosed as comorbid with other psychiatric conditions,
particularly anxiety disorder, depression, bipolar disorder, and obsessive compulsive
disorder (Harrington, B. C., Haxton, C., & Jimerson, D. C., 2015). According to Watt
(2018) AN can often become treatment resistant over time, however intervention during
childhood or adolescence can prevent chronicity.
For the purpose of this scholarly project, adolescents will be defined as a person
between ages 10 and 19 years of age. Through the remainder of this literature review, the
reader will understand the impact of EDs on occupations, the role of occupational therapy
in the treatment of EDs, current treatment settings and approaches, barriers maintaining
and continuing recovery that patients may experience, and the relevance of a home health
program for this population.
Impact on Occupations
The American Occupational Therapy Association [AOTA] (2014) states that
occupations are central to a client’s personal identity. Occupations can frame a client’s
sense of accomplishment and competence, and can provide meaning and value to the life
of an individual (AOTA, 2014). EDs interfere with an individual’s daily life, and can
impact most areas of occupation such as activities of daily living (ADLs), work,
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education, relationships and social participation, leisure, rest and sleep, and independent
activities of daily living (IADLs). Individuals diagnosed with an ED can experience low
energy levels due to the extreme restriction of energy intake in relation to the body’s
needs (Sproch & Anderson, 2018). This energy deficiency may be from excessive
exercise, abuse of diet or laxative pills, and/or dietary constraints (Sproch & Anderson,
2018). Lethargy and exhaustion can lead to occupational deprivation and neglect in
meaningful occupations. All areas of occupation may be impacted by low energy levels,
especially ADLs, IADLs, leisure, and sleep participation. There are other activities that
individuals may engage in that decrease participation in other meaningful occupations,
and these activities include but are not limited to: weight checking, mirror checking,
preoccupation with food, and preoccupation with the image of the body leading to
dressing to conceal the body (Sproch & Anderson, 2018). Additionally, distorted body
image and excessive exercise are primary symptoms in both AN and BN, and these can
contribute to low self-esteem and negative body experience. Addressing these factors
through interventions aimed at promoting positive body experience and improving selfesteem has been shown to positively influence treatment outcomes for individuals with
EDs (Vancampfort, 2014). Preoccupation with body image and self-esteem can affect
participation in other occupations, such as social participation, ADLs, and IADLs.
Lock (2015) found multiple studies demonstrating that cognitive inflexibility, or
the inability to shift from one cognitive set to another, as well as over-focusing on details
versus the big picture, are both present in adolescents with AN. The over-focusing on
details may be a contributing factor in the development of obsessions common to AN,
such as calorie counting, weight and body checking, and preoccupation with dietary
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content (Lock, 2015). Lavender et al. (2014) found that patients suffering from both AN
and BN possess increased levels of emotional dysregulation, and that ED behaviors may
function as maladaptive strategies to compensate for inability to perform effective
emotional regulation. Increased levels of emotional dysregulation may have a negative
impact on social participation, school, work, sleep, and leisure activities, as well as
increased maladaptive compensatory strategies that result in cyclical patterns of ED
symptoms.
Lock (2015) also found additional studies showing that emotional dysregulation
is common in those suffering from EDs. Individuals with AN often experience
difficulties with socio-emotional processing, which manifests as attentional biases and/or
impairments in emotion recognition, regulation, and expressivity (Zipfel et al., 2015). It
is suggested that binge eating, a defining feature of bulimia and a common feature of
anorexia, is seen as emotionally, physiologically, or socially “functional” and serves as a
method to transition from negative to positive moods (Eli, 2015). Binge eating can be an
aspect of EDs that preoccupies a significant amount of time in an individual’s life,
potentially preventing participation in other occupations. A qualitative research study
found that binge eating can be emotionally linked to feelings of existential emptiness, and
that filling up the body with food serves as a method to relieve these feelings of
emptiness (Eli, 2015). Eli (2015) argues that binge eating is often a meaningful
experience, and that the disordered eating can feel gratifying by contributing to feelings
of fullness and to release of tension and anxiety. Due to the sense of release and
immediate but temporary emotional regulation, binge eating can serve as a maladaptive
behavior in place of coping skills that would otherwise be necessary for individuals to
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deal with stress or anxiousness. The maladaptive binge eating / purging cycle provides
the patient with a brief emotional release, which is re-experienced each time an individual
experiences stress. This can create repetitive binge eating cycle as a way to cope with
stress, anxiety, and emotions, and this cycle can subsequently impact successful
participation in other meaningful activities. Quality of life (QOL) will then suffer due to
the deficit experienced in participation in important and satisfying occupations.
Individuals with AN and BN have a significantly lower self-reported QOL when
compared to their same aged peers (Ágh et al., 2016). Ágh et al. (2016) also states that
patients with EDs have lower QOL than their peers with other mental disorders. Both
individuals with EDs and their caretakers experience overall lower QOL, with caregiver
burden often leading to increased anxiety and depression amongst caregivers or other codwelling relatives (Ágh et al., 2016). With all of these occupations and overall QOL
impacted, occupational therapy can play a key role in treating these disorders while
improving patient’s QOL and occupational participation.
Role of Occupational Therapy in the Treatment of Eating Disorders
Occupational therapy (OT) is one of the primary disciplines that plays a key role
in the treatment of individuals with EDs (Mack, 2019). OT provides a unique clientcentered approach to treating individuals with EDs by incorporating interventions that
target performance in meaningful occupations and activities of daily life (Kloczko &
Ikiugu, 2006). As part of an interdisciplinary team, OTs can provide greater
understanding and depth of the functional performance than an individual is capable of
while dealing with an ED (Mack, 2019). OTs are able to identify and address meaningful
occupations, unhealthy occupations or behaviors, rituals, and values that are unique to a
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patient’s experience with this disorder. Occupational therapy allows for unique
opportunities to address various client factors such as values, beliefs, interpersonal skills,
habits, roles, environmental context, and routines (Mack, 2019). OTs are also able to
provide patients with opportunities to participate in purposeful eating-related
interventions or activities, which simulates normal eating, to support the development of
adaptive and appropriate behaviors (Biddiscomb et al., 2018).
As stated by Clark and Nayar (2012), for recovery to occur the elements of hope,
healing, empowerment, and connection must exist. According to Clark and Nayar (2012)
state the following about occupational therapy’s role in the treatment and recovery from
eating disorders:
Hope is about believing that recovery is possible and therapists offer hope by
enabling experiences that support goals and interests for the future. Healing
emphasizes the person’s active participation in deciding what their end point will
be apart from their illness, and having an element of control over the recovery
process. From this perspective, health is consistent with the occupational therapy
concept of client-centeredness. Recovery in ED is not about eating or obeying
accepted rules of behavior; rather recovery involves empowering the client to
drive the process of change (p. 14).
According to Kloczko and Ikiugu (2006), OTs that work in facilities treating EDs
identify their interventions as holistic, addressing both the client’s needs and their
surrounding contexts. OTs are well positioned to provide skilled interventions for this
population in a purposeful way, and therapists are trained to be conscious of managing
personal reactions when supporting patients during challenging interventions

15

(Biddiscomb et al., 2018). Mack (2019) stated that acute occupational therapy treatment
must be prioritized based on what is perceived most meaningful to the client. In addition,
OTs also work with adolescents in developing coping and self-management skills by
assessing the client’s ability to function effectively in their activities, roles, and habits of
daily life (Kloczko & Ikiugu, 2006). This is done through the assessment of their ability
to structure and manage time, and to implement changes (Kloczko & Ikiugu, 2006). OTs
also address leisure, IADLs, and balancing eating, life roles, and family dynamics.
Kloczko and Ikiugu (2006) state that one of OT’s primary roles is to facilitate the
attainment of skills that are needed for optimal functioning, and that best OT
interventions include managing symptoms, focusing on client-centered therapy, and
promoting the development of coping skills.
Occupational therapists are concerned with a person’s ability and satisfaction in
completing daily occupations, therefore part of occupational therapists intervention
supporting recovery from EDs may also involve addressing a client’s self esteem. Clark
and Nayar (2012) discuss evidence demonstrating correlation between improved selfesteem and recovery from AN in a study that was undertaken in a hospital ward where
occupational therapists were identified as part of the multidisciplinary team. Clark and
Nayar (2012) further describe evidence about how participating in activities helped
clients to reinforce their self-esteem. These activities included eating in restaurants,
shopping, and engaging in leisure activities like going to the movies, in the community.
All of these activities are commonly facilitated by occupational therapists in a recovery
program, which further supports the role of occupational therapy in the treatment of
eating disorders. Brauhardt, de Zwaan, and Hilbert (2014) found that OT is beneficial in

16

ED treatment through the establishment of a therapeutic alliance which helps to motivate
patients to complete and remain in treatment. Patients that are more highly motivated
were shown to be more likely to engage in treatment and work toward goals (Brauhardt et
al., 2014).
Clark and Nayar (2012) found that literature supports the notion that occupational
therapy foundations and recovery elements are highly compatible. Recovery and
occupational therapy both promote a sense of hope while encouraging patients to develop
their identity outside of an ED diagnosis (Clark & Nayar, 2012). Through occupational
therapy and recovery foundations, patients are taught to value social participation, cope
with social stigma while managing symptoms, and ultimately are encouraged to become a
functional member of their communities. Clark and Nayar (2012) endorse that
occupational therapists have a strong role in ED recovery due to the alignment of
occupational therapy foundations and elements of recovery.
Current Eating Disorder Treatment Settings & Approaches
Hospitalization for AN occurs when there is an acuity of symptoms that become
dangerous to the health and safety of the individual, and when the individual needs
interdisciplinary care to achieve medical stability (Sproch & Anderson, 2018). Typically
an individual will experience inpatient treatment at a hospital where the primary
intervention is exposure to regular eating without the opportunity to escape or avoid
eating, with additional focus on confronting the behavior with intense behavior
modification (Sproch & Anderson, 2018). The primary function of an acute inpatient unit
is to medically stabilize and control intake of calories in preparation for a partial
hospitalization program or outpatient (Mack, 2019). Patients are unable to use
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compensatory strategies in an inpatient setting due to close monitoring by staff during the
refeeding process (Sproch & Anderson, 2018). Inpatient treatment has shown to be
successful in weight gain, mood, and ED pathology, but is an expensive form of
treatment that interrupts a patient’s daily life (Sproch & Anderson, 2018).
Related to treatment costs, AN is found to have higher healthcare treatment costs
than BN (Ágh et al., 2016). AN is typically treated with inpatient care due to the severity
of the disorder, which could explain the higher healthcare costs when compared to
individuals seeking treatment for BN (Ágh et al., 2016). In addition, in a study by Ágh et
al. (2016), individuals with AN and BN rarely received treatment for their EDs, but
instead received treatment more frequently for the comorbid symptoms that they
experienced. Comparatively, it was found that only up to 23% of patients with AN, BN,
and binge eating disorder received psychological treatment from a mental health
professional in their lifetime (Ágh et al., 2016).
For individuals that choose to seek treatment for their ED, a variety of
interventions have been shown to be effective, with typical inpatient treatment being
conducted by a multidisciplinary team consisting of psychiatrists, dieticians, nutritionists,
occupational therapists, social workers, nurses, psychologists, and counselors. An
effective form of treatment for individuals with AN or BN is cognitive behavioral therapy
(CBT). CBT is the systematic application of the social cognitive theory to modify
thoughts and behaviors that affect the client’s symptoms (Foreyt & Carlos Poston, 2012).
CBT includes five different strategies: stimulus control, self-monitoring, cognitive
restructuring, stress management, and modifying maladaptive thoughts or expectations
(Foreyt & Carlos Poston, 2012). There are two forms of CBT-E: a modified CBT that is
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used for eating disorders, CBT-Ef that focuses on components of shape and weight, and
CBT-Eb which is broader and addresses additional problems that maintain or complicate
ED treatment. The CBT-E can also address self-esteem and interpersonal problems that
maintain ED symptoms, which affects treatment outcomes (de Jong, Korrelboom, van der
Meer, Deen, Hoek, & Spinhoven, 2016).
Another type of treatment that can be implemented by an OT includes dialectical
behavior therapy (DBT) to target emotional dysregulation. This type of treatment has
been shown to help individuals with EDs recognize their disordered eating behaviors as
maladaptive strategies used to cope with and regulate emotions (Lock, 2015). DBT has
been shown to prevent disordered eating behaviors and promote improvement with
adaptive behaviors related to self-regulation (Lock, 2015). In addition, Pennell, Webb,
Agar, Federici, and Couturier (2019) discuss that recent literature on DBT indicates that
it may be an effective model for multi-diagnostic and difficult to treat patients.
Biddiscomb et al. (2018) state that current interventions focused on physical symptoms
such as weight gain and medical complications do not address psychosocial and
functional processes adequately. There is a need to develop novel treatment approaches
addressing cognitive structures and providing patients with functional skills to decrease
negative behaviors related to eating (Biddiscomb et al., 2018).
While many treatments focus on the individual, family-based treatments are
another approach to ED intervention. Family based therapy is a common approach to the
treatment of AN, and has been confirmed as an effective treatment (Wallis, MiskovicWheatley, Madden, Alford, Rhodes, & Touyz, 2018). Brauhardt et al. (2014) found that
family included as a third party in the patient’s individual treatment resulted in better
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treatment outcomes in adolescents. Similar findings by Obadina (2014) show that familybased therapy increases recovery time and helps prevent relapse in those with EDs.
Typical family-based therapy is structured to span 20 sessions over a 12-month period,
but success in this type of therapy has been documented in as little as 10 sessions. (Wallis
et al., 2018). Patients with EDs that pursue current methods of recovery may experience
barriers that impact their overall ability to obtain, maintain, and continue recovery.
Barriers to Maintaining & Continuing Recovery
It is known by clinicians that the transition from inpatient rehabilitation to
outpatient care is challenging and can often be seen as a step-down in a patient’s recovery
(Sproch & Anderson, 2018). Transitioning out of inpatient treatment is a key step in
recovery, and if not done successfully, a patient may regress and lose progress achieved
in treatment (Sproch & Anderson, 2018). Often times, relapse prevention techniques are
implemented toward the end of a patient’s inpatient treatment. These techniques
generally consist of education on relapse prevention and development of a relapse
prevention plan. Compliance is often an issue during the transition to outpatient
treatment, and failure to continue treatment in outpatient settings is common (Sproch &
Anderson, 2018). Current treatment for AN is often successful in weight restoration, but
individuals with AN are at a high risk for early relapse upon cessation of treatment
(Khalsa, Portnoff, McCurdy-McKinnon, & Feusner, 2017). Khalsa et al. (2017) state that
approximately 50% of individuals with AN relapse within the first year of discharge from
hospital treatment programs. In addition, Khalsa et al. (2017) states that the first year
after discharge from treatment is the most critical as this is the time that individuals with
AN are most at risk for relapse.
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There are many factors that can be barriers preventing patients from receiving or
continuing care. Patients suffering from an ED can experience issues such as financial
strain, interruptions to daily life, loss of hope due to frequency of relapse, and
comorbidities that can impact receiving standard treatment (Guarda et al., 2015).
Traditional treatment can lead to occupational deprivation with eating, social
participation, family, work, and education due to the nature of intensive outpatient or
inpatient treatment. Additionally, approximately 25-75% of patients suffering from AN
report a lifetime history of an anxiety disorder, and nearly 75% of patients with AN
report a lifetime mood disorder, the most common being major depressive disorder
(Zipfel et al., 2015). The comorbidity of EDs and other anxiety and mood disorders
makes treatment for EDs complex, with the risk for relapse high (Zipfel et al., 2015).
Mental disorders that are associated with EDs may influence a patient’s ability or
decision to opt for treatment, as mood disorders can cloud judgement and prevent a
patient pursuing treatment.
Zipfel et al. (2015) states that persons with AN continue to show difficulties in
socio-emotional processing and impairments in emotion recognition, regulation, and
expressivity even after recovery. This may contribute to difficulty with maintaining
recovery and avoiding relapse. Patients may experience further emotional dysregulation
and lack of hope about treatment due to lower recovery rates and high relapse rates. The
financial burden with treatment can be high for a patient and/or the patient’s family, and
additional financial strain can occur with readmission after relapse. Guarda et al. (2015)
states that inpatient treatment can be expensive and difficult to access, and has shown
relapse rates to be close to 50% at 6 months post-discharge. In addition to being an
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expensive form of treatment, inpatient rehabilitation also interrupts a patient’s daily life
and removes them from their natural environment (Sproch & Anderson, 2018). Many
individuals may opt out of treatment or receiving additional treatment after inpatient
because they do not wish to put their personal life aside. This may be due to a multitude
of reasons, a few of which being the individual is currently working to support
themselves and their family, they are pursuing a degree in college, or they will feel social
pressure from their peers if they are absent from school or other social functions. Finally,
the symptoms associated with EDs may also function as a barrier to maintaining and
continuing recovery. For example binge eating can be seen as a behavior that serves as a
coping mechanism for the individual to temporarily relieve negative feelings and
emotions. This “release” can be pleasing to the individual and can become cyclical in
nature, which can consequently prevent further progression with treatment (Eli, 2015).
Many of the primary symptoms of EDs can contribute to maintenance of the disease and
prevention of successful treatment.
Eating Disorders & Home Health
According to Guarda et al. (2015), little research has been done on relapse
prevention intervention post-weight restoration in individuals with AN. Additionally,
Kloczko and Ikiugu (2006) state that there is a need for more occupational therapy
services for adolescents with EDs transitioning from inpatient hospitals to home and
school environments. As discussed by Guarda et al. (2015), inpatient treatment can be
expensive and difficult to access, and has shown relapse rates to be close to 50% at 6
months post-discharge. The economic burden and lack of accessibility, along with high
relapse rates, supports a home health program for adolescents with BN or AN that are
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transitioning from inpatient treatment to the home environment. A home health program
that can be used as a continuation of treatment after receiving inpatient services would
reduce the high costs of readmission due to relapse. Accessibility to outpatient services
after inpatient treatment would also not be an issue as continued treatment would occur in
the individual’s home. This would reduce disruptions to everyday routines as individuals
would not have to delegate time to commuting to and attending treatment at another
location. In addition, transitioning from inpatient services into the home introduces the
client into an environment with many potential triggers and challenges that may make
maintenance of recovery difficult for those with an ED. Studies have shown that
individuals with AN that have a structured intervention for relapse prevention after
inpatient treatment have fewer relapse episodes during the first year post-discharge from
inpatient treatment than do individuals that do not have a structured program (Zipfel et
al., 2015).
Learning occurs in response to a stimulus received from the environment, and
with this learning, changes in behavior are often the result (Foreyt & Carlos Poston,
2012). When there is negative stimuli from the environment, an individual typically
responds through a coping mechanism (Sproch & Anderson, 2018). This coping
mechanism can present as adaptive or maladaptive thoughts and behaviors, with
maladaptive strategies resulting in further harm to the individual (Sproch & Anderson,
2018). Oftentimes with EDs, maladaptive strategies are used to cope with stress, anxiety,
or emotions produced from triggers in the environment, and these strategies can manifest
as the detrimental behaviors associated with EDs. With removal of negative stimuli and
the development of a positive environment, coping through maladaptive behaviors is no

23

longer required. Subsequently, developing a positive environment for discharge from
inpatient services would potentially stimulate healthy eating behaviors in this population
through the removal of triggers in the environment that lead to ED behaviors (Sproch &
Anderson, 2018).
Through the provision of a home-based intervention program, a patient
discharged from an inpatient setting would be discharged into an environment that is
supportive to maintaining recovery. In addition, a home-based program would provide
individuals with adaptive coping techniques to deal with stressors in a healthy way. One
of the most effective interventions implemented in an ED treatment facility is control
over a patient’s environment. The facility provides an environment that reinforces
recovery and normal eating habits and behaviors, while also limiting cues for eating
disorder behaviors (Sproch & Anderson, 2018). This concept can be applied to a homebased program that works to establish a supportive environment that contributes to and
reinforces continued recovery. In further support of a home treatment program, research
has shown that relapse prevention strategies involving implementing change to the
patient’s home environment may be highly beneficial and critical to maintaining
behavioral changes that were initiated in the inpatient treatment facility (Sproch &
Anderson, 2018).
A previous case study found that a patient suffering from AN was able to
maintain recovery through implementing positive environmental modifications that were
initiated through a home health program (Sproch & Anderson, 2018). The changes to the
patient’s environment promoted a decrease in symptoms overtime, and a healthy body
mass index was maintained at the six month follow up. The patient stated that the
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implementation of a home treatment made a significant impact in her overall recovery
(Sproch & Anderson, 2018). This evidence provides support for the efficacy and potential
benefit of a home-based treatment program for adolescents suffering from AN or BN.
Occupation-Based Model
The Ecology of Human Performance (EHP) model (Dunn, 2017) was selected to
guide the creation of this program. This model emphasizes the relationship between
person, context, task, and performance, and how these constructs relate to each other. A
primary purpose of this model is to examine the essential role of context in participation,
and how the relationship among person, task, and context impacts performance. EHP is a
person centered framework, and defines the person as an individual that has a unique set
of experiences, abilities, and sensorimotor, cognitive, and psychosocial skills (Dunn,
2017). This product will be client centered, and can be adapted to fit the unique needs of
each individual by capitalizing on strengths while promoting the establishment of skills
and abilities to facilitate recovery. Another major construct of the model, task, is defined
as objective sets of observable behaviors that allow an individual to accomplish a goal
(Dunn, 2017). In the context of this program, meaningful tasks will be used to facilitate
an individual’s ability to achieve the end goal of recovery and prevention of relapse. The
third construct as described by EHP is context, which is defined as a set of interrelated
conditions that surround a person (Dunn, 2017). The EHP framework holds that the
interaction between the person and context affects human behavior and performance, and
that contexts can provide both supports and barriers to performance (Dunn, 2017). The
establishment of this product in the home environment will allow interventions to
simultaneously target the person and address any contextual influences and barriers that
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may impact the ability of the individual to experience success with interventions and
recovery. The last construct of the EHP model is performance, or the engagement in a
task within a context (Dunn, 2017). Performance is facilitated through weekly
interventions encouraging individuals to engage in tasks that help to promote recovery.
The performance range is the number and types of tasks available to the person based on
the interaction between the person and context variables (Dunn, 2017). This home
program will focus on the transaction between components and on increasing the
performance range of the individual by facilitating a supportive context, increasing the
tasks available that are meaningful and purposeful, and increasing a person’s skills and
abilities to allow for the maintenance of recovery and prevention of relapse in the home
environment.
Proposal of a Home-based Treatment Program
With inpatient treatment often being very expensive, and high rates of relapse
after discharge that can lead to readmission and increased ED pathology, a home-based
program used as a continuation of inpatient treatment in the home could provide the
solution to these pressing problems. A home-based program could allow for treatment
and recovery for those who cannot access or afford continuing services outside of
inpatient treatment, and could provide a treatment option for those who prefer to remain
in the home while pursuing recovery. A major benefit of a home health program is that it
would provide a continuation of treatment for those discharged from inpatient facilities,
thus helping prevent relapse and promote continued recovery in natural environments.
This could ultimately aid in the generalizability of treatment outcomes across different
contexts for those recovering from EDs. Based on the key role of occupational therapy in
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the treatment of EDs, and the unique client-centered and holistic approach for treatment
that is utilized by OTs, a home-based program designed by OTs could be very beneficial
for individuals recovering from EDs. A home-based program centered on aspects of
occupational therapy could address many key skills needed for successful functioning in
meaningful occupations. Examples of skills addressed could include time management
skills, creating and structuring healthy routines, emotional regulation, improving selfesteem and body image, developing coping skills, and learning how to identify triggers.
Treatment could also address participation in meaningful occupations that may be
impacted by an ED, such as participation in leisure and social activities, along with work
and education, which could ultimately help an individual re-establish a new and healthy
life maintaining their ED. A home health program would enable patients to participate
fully in occupations while receiving treatment, overall promoting healing through
participation in meaningful occupations while in the natural environment.
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CHAPTER III
METHODOLOGY
The authors of this project have both had personal experience with eating
disorders through contact with close friends and family members suffering from an eating
disorder. In addition, both authors have personally experienced dealing with and
recovering from an eating disorder. Both of these experiences led the authors to recognize
a need for alternative types of treatment options for individuals suffering from eating
disorders, and ultimately provided motivation for further exploration of this issue and the
role occupational therapy plays in treatment. To begin this process the authors completed
a literature review to determine current treatment options available, to explore
occupational therapy’s role in treatment, and to research more about high rates of relapse
and contributing factors. After conducting an initial search using the research databases
PubMed, Google Scholar, CINAL, and EBSCO, the authors discovered a lack of
availability of home health treatment programs as an alternative to inpatient services or as
a continuation of treatment after discharge from inpatient facilities.
Following this, the authors collaborated with the University of North Dakota
Occupational Therapy Program faculty to determine a course of action in addressing this
issue and the topics most pertinent to the population. It was determined that creating a
home program designed to target individuals either seeking an alternative to inpatient
treatment or pursuing treatment in the home as a continuation after discharge from
inpatient treatment with an occupational therapy point of view would address the current

28

need. The Ecology of Human Performance was selected by the authors to guide the
creation of the program and method of delivery of service and educational materials. This
model is the best fit because it starts with the person first ultimately focuses on the
consumer’s recovery journey. It also emphasizes the relationship between the person,
contexts, tasks, and performance, and a consumer’s behavior cannot be addressed without
assessing the aforementioned components.
Once the outline plan was created, the authors conducted a comprehensive
literature review based on the current role of occupational therapy in the treatment of
eating disorders, current treatment options and approaches, relapse and recovery rates,
impact on occupational performance and participation, and incidence of home health
treatment options. The authors found sources related to inpatient treatment programs, day
programs, outpatient programs, and one novel home-based program case study. Overall,
the authors found an abundance of research on inpatient services and various successful
interventions in this setting, however, the authors determined a lack of research with the
role of occupational therapy overall in treatment and for home-based programs for this
population. A home health program is supported due to high relapse rates upon
transitioning from inpatient services to outpatient, and a program in the consumer’s
natural environment is likely to work to establish a supportive environment that
contributes to and reinforces continued recovery. Once all the information was reviewed
and analyzed, the authors began the creation of their scholarly project while integrating
all information from the literature review. The product contains educational material
intended to inform the occupational therapist of the purpose of the program and each
weekly session, as well as directions for implementing each session in the consumer’s
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home. The educational materials are intended to be delivered during 12 one-hour sessions
one day a week with corresponding weekly journaling and homework, with the
occupational therapist available to answer phone calls as needed outside of sessions. The
final product of a home based treatment program for adolescents with eating disorders
can be found in Chapter 4 of this project.
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CHAPTER IV
PRODUCT
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A Home-based Program for Adolescents Recovering from Anorexia Nervosa and
Bulimia Nervosa: The Promotion of Recovery in the Natural Context
Procedures Manual: A Guide to Prepare the Instructor
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The Application of the Ecology of Human Performance (EHP) Model
The Ecology of Human Performance (EHP) Model was chosen to guide this
product due to the emphasis on the relationships among the person, context, task, and
performance (Dunn, 2017). A patient’s behavior cannot be assessed without considering
the occupation, personal factors, environmental context, and overall performance (Mack,
2019). As a model that uses a top-down approach, EHP begins with the person first,
focusing on the individual and their recovery journey. Each session developed for this
home program will be tailored to the individual and their symptoms, their context, their
desired tasks, and what best supports them on their unique recovery journey. EHP allows
for targeting aspects of the person and their context to increase the range of tasks
available (Dunn, 2017), and thus treatment can be directed towards establishing skills in
the person to assist them with recovery and addressing barriers in the environment that
may be contributing to the ED. Targeting both the person and the context throughout the
program will promote recovery by increasing the performance range of the individual,
and the availability of tasks that may have been hindered by the eating disorder.
Another aspect of EHP that is applied in the design of this program is the use of
natural context. An assumption of the EHP model is that natural and contrived contexts
yield different performance outcomes (Dunn, 2017). When examining eating disorder
treatment, performance may be enhanced in contrived settings such as inpatient treatment
because of the structure implemented by the hospital and the reduction of external
environmental stressors. This may make performance in a natural setting post discharge
difficult due to the removal of this structure and control. EHP assumes that assessment
and intervention best approximate an individual’s true performance when enacted in
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natural environments (Dunn, 2017), a fact that greatly contributed to the development of
a home based treatment program. Additionally, EHP outlines five intervention types, with
four of five types utilized to develop this 12 session program that provides patients with a
home based treatment option that is available in the natural environment. Mack (2019)
supports the use of EHP with the most notable intervention approach of establish/restore.
This approach is often used when treating ED patients by establishing appropriate eating
behaviors and coping skills, normalizing eating situations, and teaching appropriate meal
preparation behaviors (Mack, 2019). Mack (2019) also recognizes the adapt/modify and
prevent approaches as crucial aspects of ED treatment with occupational therapy. EHP is
intended for use with interdisciplinary teams, which is applicable to this program as
nursing or physical therapy is required to open a home health case for most insurance
company reimbursement (Dunn, 2017).
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Use of Materials
The following materials include occupational therapist education materials,
session outlines, and client education materials that correspond to each session. The
occupational therapist education materials are intended to educate the occupational
therapist on terms pertaining to the topic and the importance of addressing the topic in the
recovery process. Additionally, the information can be reported to the client as well to
provide client education and rationale for addressing certain topics. References are
included to allow the occupational therapist to further research the information as needed.
The session outline is provided as a semi-structured format that assists with the
progression of the session, and incorporates discussion questions and homework
assignments as they apply. Approximation of each step of the session are included as well
to assist with planning. The client education materials are provided after each session
outline, and include all worksheets or journal questions that pertain to each weekly topic.
It may be beneficial to print out extra copies of certain worksheets.
Final Note
Please take into consideration the objectives that have been provided below and
within the therapist manual. The manual should be used as a guide for facilitating this
program. Any adaptations or changes to the sessions or activities can be made, however
the occupational therapist facilitating this program should evaluate the changes and
ensure the objectives are upheld throughout the materials.
Session Objectives
Session One: Introduction
 The client will be able to identify the purpose of the home-based treatment
program for adolescents to the therapist by the end of the session.
 Upon completion of the EDE-Q 6.0 and EDQOL assessments, the client will
demonstrate understanding of the results through discuss with the occupational
therapist by the end of the session.
 The client will be able to identify resources that are available to support the client
throughout the continued recovery process by the end of the session.
 The client will be able to explain the journaling assignment for week one to the
occupational therapist by the end of the session.
Session Two: Self-Compassion
 The client will be able to discuss reflective journal questions with the therapist by
the end of the session.
 The client will be able to explain what self-compassion is, and the importance of
practicing it in daily life.
 The client will actively participate in the self-compassion intervention by
completing the two exercises provided in the session.
 The client will be able to explain the journaling and homework assignment for
week two to the occupational therapist by the end of the session.
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Session Three: Routines
 The client will be able to discuss reflective journal questions with the therapist by
the end of the session.
 The client will be able to explain the importance of having a daily and weekly
routine by the end of the session.
 The client will complete at least one daily schedule by the end of the session.
 The client will be able to explain the journaling assignment for week three to the
occupational therapist by the end of the session.
Session Four: Trigger Identification & Coping Strategies
 The client will be able to discuss reflective journal questions with the therapist by
the end of the session.
 The client will be able to explain triggers and how they relate to eating disorder
behaviors and thoughts by the end of the session.
 The client will be able to identify at least 3 triggers by the end of the session.
 The client will identify at least 2 coping strategies to deal with potential triggers
by the end of the session.
Session Five: Relaxation & Stress Management
 The client will be able to discuss reflective journal questions with the therapist by
the end of the session.
 The client will be able to explain the importance of stress management by the end
of the session.
 The client will be able to identify at least three relaxation strategies that they can
use for relaxation when they are feeling stressed by the end of the session.
 The client will be able to explain the journaling assignment for week five to the
occupational therapist by the end of the session
Session Six: Family
 The client will be able to discuss reflective journal questions with the therapist by
the end of the session.
 By the end of the session, the client will be able to explain to their chosen family
member(s) things that are aiding in their recovery.
 By the end of the session, the client will discuss with their chosen family
member(s) things that are not going well, and things they need or would like
changed to help with recovery at home.
 The client and family member(s) will identify at least 2 practical changes to make
in the home to promote continued recovery for the client by the end of the session.
Session Seven: Improving Self-Esteem
 The client will be able to discuss reflective journal questions with the therapist by
the end of the session.
 The client will be able to explain the importance of self-esteem by the end of the
session.
 The client will provide a self-definition of self-esteem by the end of the session.
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The client will be able to identify three self-esteem goals related to the content
discussed by the end of the session.
The client will be able to explain the journaling assignment for week session to
the occupational therapist by the end of the session.

Session Eight: Meal Preparation
 The client will be able to report the importance of meal preparation by the end of
the session.
 By the end of the session, the client will be able to actively engage in one feared
food meal preparation and eat the food with the therapist by the end of the
session.
 The client will be able to discuss feelings related to food and food fears with the
therapist by the end of the session.
 The client will understand and be able to explain the journal and homework
assignments by the end of the session.
Session Nine: Assertiveness
 The client will be able to state the importance of assertiveness by the end of the
session.
 By the end of the session, the client will demonstrate assertiveness through a roleplaying activity during simulated social situations.
 The client will be able to discuss feelings related to being assertive by the end of
the session.
 The client will understand and be able to explain the journal and homework
assignments by the end of the session.
Session Ten: Social Participation
 The client will be able to identify anxieties and thoughts they have about social
participation by the end of the session.
 By the end of the session, the client will be able to name potential personal and
environmental coping strategies they can use to combat social anxiety.
 By the end of the session, the client will write a personal statement about their
eating disorder recovery.
 The client will participate in the social participation intervention by completing
three role play scenarios with the therapist by the end of the session.
Session Eleven: Leisure
 By the end of the warm up activity, the client will be able to identify leisure
activities they used to participate in prior to hospitalization and/or onset of an
eating disorder.
 By the end of the session, the client will be able to name potential leisure
activities they may be interested in doing alone or with others.
 By the end of the session, the client will identify current personal and
environmental barriers to participating in leisure activities.
 The client will participate in the leisure exploration intervention by selecting three
leisure activities they would like to try by the end of the session.
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Session Twelve: Spirituality & Course Conclusion
 The client will be able to understand the importance of spirituality by the end of
the session.
 By the end of the session, the client will be able to identify at least two spirituality
activities they can use.
 The client will be able to describe a personal definition of what spirituality means
to them by the end of the session.
 The client will identify personal goals and personal identity components by the
end of the session.
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Session One: Introduction to the Program
Occupational Therapist Education Materials
Purpose of the program
The purpose of this program is to provide a home-based treatment option for
continuation of services after a client discharges from an inpatient recovery setting. It is
designed to assist the client in transitioning back to the natural context of their home
while providing a 12 session program that targets the unique context, habits, routines,
roles, family dynamics, cognition, and other personal factors of the individual. The
Ecology of Human Performance Model is used throughout the program to guide the
intervention approaches and targets for each session. The outline of the topics covered for
each of the 12 sessions is provided below. At the end of each session, clients will be
provided with journal questions to reflect on and answer before the next session.
Session 1: Introduction & Assessments

Session 7: Self-Esteem & Body Image

Session 2: Self-Compassion & Gratefulness

Session 8: Meal Preparation

Session 3: Routines

Session 9: Assertiveness

Session 4: Coping & Trigger Identification

Session 10: Social Participation

Session 5: Relaxation & Stress Management Session 11: Leisure
Session 6: Family

Session 12: Spirituality & Conclusions

EDE-Q 6.0: The Eating Disorder Examination-Questionnaire (EDE-Q) 6.0 is a self-report
questionnaire that is widely used for measuring the change in eating disorder symptoms
over the course of treatment (Rose, Vaewsorn, Rosselli-Navarra, Wilson, and Weissman,
2013). It has been shown to have test-retest reliability in both males and females (Rose et
al., 2013). The EDE-Q is free to use and has been included as a handout in this program,
with the intention to be used at the beginning of the program and at the end to measure
progress. The EDE-Q 6.0 can be downloaded at
https://www.corc.uk.net/media/1273/ede-q_quesionnaire.pdf
EDQOL: The Eating Disorders Quality of Life Instrument (EDQOL) is a self-report
assessment measuring psychological, physical/cognitive, financial, and work/social
components relating to eating disorders. The EDQOL has shown to have convergent and
discriminant validity, as well as positive test-retest reliability (Engel, Wittrock, Crosby,
Wonderlich, Mitchell, & Kolotkin, 2006). The EDQOL is free to use and has been
included as a handout in this program, with the intention to be used at the beginning of
the program and at the end to measure progress. The EDQOL can be downloaded at
http://cedd.org.au/wordpress/wp-content/uploads/2014/09/Eating-Disorder-Quality-ofLife-EDQOL.pdf
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Session One: Introduction
Intervention Session Outline
1. Introduction (5 minutes)
The occupational therapist should begin with a self-introduction and ask for a
brief personal history of the client in order to establish rapport and build an
occupational profile. Then, outline the purpose of the program, provide a brief
overview of the program sessions, and offer time for any questions the client may
have.
Next, outline the objectives:
 The client will be able to identify the purpose of the home-based treatment
program for adolescents to the therapist by the end of the session.
 Upon completion of the EDE-Q 6.0 and EDQOL assessments, the client
will demonstrate understanding of the results through discuss with the
occupational therapist by the end of the session.
 The client will be able to identify resources that are available to support the
client throughout the continued recovery process by the end of the session.
 The client will be able to explain the journaling assignment for week one to
the occupational therapist by the end of the session.
Offer another opportunity for the client to ask questions before progressing into
the assessments.
2. EDE-Q 6.0 and EDQOL assessment (10-20 minutes)
Explain the purpose of the assessments to the client and read the directions to
ensure proper administration. Administer the EDE-Q 6.0 and EDQOL
assessments in a comfortable environment without distractions. Ensure the client
can ask questions at any time, take as much time as they need, and if they feel
uncomfortable, let them know that they can terminate the assessments at any time.
 To access the EDE-Q 6.0, download at
https://www.corc.uk.net/media/1273/ede-q_quesionnaire.pdf
 To access the EDQOL, download at http://cedd.org.au/wordpress/wpcontent/uploads/2014/09/Eating-Disorder-Quality-of-Life-EDQOL.pdf
3. Assessment discussion and overview (10 minutes)
This time is provided for reflection on answers and initial discussion of
assessment results. The client is encouraged to ask any questions that may have
arisen from the assessment, as well as discuss any questions that may have been
triggering or any answers that may have been a surprise. Possible discussion
questions are as follows:
 How much do you think your eating disorder impacts your daily life?
 In what areas of daily life do you notice your eating disorder impacting
you the most?
 How satisfied or unsatisfied are you with the numbers of symptoms you
are currently experiencing?
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4.

What symptoms/thoughts/behaviors are the most upsetting to you? Why?
What emotions did you feel as you were taking these assessments?
What surprised you the most about your answers?

Intervention (10 minutes)
Provide and explain handouts on program outline/topics, and recovery resources
list, which can be found in the following client materials. Offer opportunity for
client to ask questions about handouts. Ask client to choose 3 resources from
list.

5.

Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Introduce the journal and state the purpose, which is
to continue reflecting and using the weekly topic throughout the rest of the week.
Then, clarify that the client and the therapist may be discussing what was written
in the journal in the following session to further process what the client wrote in
the journal. Then, provide the client with the journal questions for week one and
encourage the client to begin writing in the journal starting with this date. The
following questions should be discussed with the client for an opportunity to ask
questions regarding the content of the journaling assignment. These are
suggestions for what to answer each day, however the client may also use the
journal to write about other topics as well:
1. Now that you know more about this program, what are you looking
forward to? What are you nervous about?
2. What are some goals you would like to achieve through participating in
this program?
3. What are some activities that you have not been able to participate in due
to your eating disorder? What are some activities that you would like to
get back to doing?
4. Where did your eating disorder show up each day? Ex: thoughts, actions,
behaviors.
5. Which resource(s) did you explore throughout the first week? What did
you find helpful? Did you learn any tips or strategies to incorporate into
your life? How do you think this will affect your daily life?
6. After reflection, what questions do you still have?
Offer an opportunity to ask about upcoming sessions, the content of sessions, what was
talked about during this session, or about homework assignments. Review the objectives,
offer reflection on objectives and ask client if the objectives were met, and begin ending
the session.
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Session One - Introduction
Client Materials
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Journal Questions for Session One
1. Now that you know more about this program, what are you looking
forward to? What are you nervous about?
2. What are some goals you would like to achieve through participating
in this program?
3. What are some activities that you have not been able to participate in
due to your eating disorder? What are some activities that you would
like to get back to doing?
4. Where did your eating disorder show up each day? Ex: thoughts,
actions, behaviors.
5. Which resource(s) did you explore throughout the first week? What
did you find helpful?
6. After exploring the resources, did you learn any tips or strategies that
you can apply or incorporate into your life? How do you think this
will affect your daily life?
7. After reflection, what questions do you still have?

45

Eating Disorder Recovery Resources

46

Overview of Sessions
Welcome to the start of your new recovery journey! Inpatient treatment
likely helped you get back on your feet and start on the path to recovery from your
eating disorder. This program is here to help you continue with recovery now that
you are home. This program has 12 sessions covering different topics that you may
or may not have learned about during your previous inpatient treatment. These
topics will help you tackle some of the most challenging parts of overcoming an
eating disorder, and give you the tools and strategies to help you continue to
succeed with recovery. An occupational therapist will meet with you at the start of
each session to introduce and explain the activities that you will continue to practice
until the following session. You will also be asked to do assignments and journal
activities during the week that apply to each session topic. Your therapist will be
there with you every step of the way for guidance, and will provide you with help
and support while you work to continue overcoming your eating disorder and
getting back into what is important to you. Recovery is possible, and this program
will help you in your journey to becoming who you are without an eating disorder
Session 1: Introduction & Assessments:
The first session will focus on
introducing the program and getting to
know your therapist. Your therapist
will ask you questions so that he/she
can get to know you and where you are
in your recovery journey. You will
complete two assessments that will help
you to see what eating disorder
symptoms you are currently
experiencing, and how your daily life is
affected. These assessments will be
done again at the end of the last session
to see if this program helped you to
decrease eating disorder symptoms, and
to see how your quality of life has
changed.

Session 7: Self-Esteem & Body
Image: This session will have you think
about and understand how you view
your body. You will work with your
therapist to learn about how your
thoughts may be contributing to your
eating disorder. Your therapist will
help you to learn how to change your
thoughts to improve your self-esteem
and practice body positivity for selfacceptance.

Session 2: Self-Compassion &
Gratefulness: Session 2 will introduce
self-compassion and explain how it can
help you in your recovery. The
importance of gratefulness will also be

Session 8: Meal Preparation: In session
8, you will learn about and explore the
thoughts and behaviors you may have
related to food and making meals. Your
therapist will help you create healthy
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explained, and you will have the
opportunity to practice both of these
with your therapist.

habits when making meals and tackle
your current negative thought patterns
that may be surrounding food or food
related activities. This will help you
learn about healthy ways to think
about food, appropriate ways to
prepare food, and help you get rid of
harmful food rituals.

Session 3: Routines: This session will
focus on why routines are important.
You will practice developing routines
and will create a daily and weekly
schedule to help you plan your days in a
positive and supportive way.

Session 9: Assertiveness: In this session,
you will learn about assertiveness and
how it is important that you feel
confident to state your wants and
needs from others. You will learn how
to ask for help when you need it. You
will learn how to set boundaries with
others, resolve conflicts with yourself
and others, and how to help solve
problems with the goal of putting
yourself first in your recovery process.

Session 4: Coping & Trigger
Identification: This session helps you
identify triggers in your home or in
other places such as school that may
cause you to have negative thoughts or
perform behaviors related to your
eating disorder. You will then learn
about, and try different coping
strategies to figure out what works best
for you, and what may help you deal
with these triggers in a healthy way.

Session 10: Social Participation: In
session 10, you will explore social
groups that you may be interested in to
build a supportive social circle with
other people. These may be people who
are experiencing life as you are and are
healing from an eating disorder. The
therapist will work with you to spend
time with others and set goals for
social activities. You will also talk about
stressful parts of social activities,
understand what things make you
anxious and why. You will learn how to
problem solve solutions for when you
are facing difficult social situations.

Session 5: Relaxation & Stress
Management: In session 5 you will
identify different stressors in your life,
and learn about relaxation techniques

Session 11: Leisure: Session 11 will
have you think about what activities
you like to do for fun, why it is
important to do these activities, and
when you may be able to do them
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and practice them to help you deal with
these stressors in a healthy way.

during the week. You will then choose
two times in the coming week to do a
fun activity.

Session 6: Family: This session will focus
on including your family in your
recovery journey. Your therapist will
help you tell your family what they can
do to help you be successful in your
recovery at home. You and your family
will think of activities you can do
together. You will also think of how you
can work together to make your home a
healthy place to be and a place where
you feel supported in your recovery
journey.

Session 12: Spirituality & Conclusions:
In session 12, you will learn about
spirituality and how to find meaning to
life outside of your of your eating
disorder. Your therapist will help you
to think about the activities you can do
to help you discover meaning in your
life and happiness. In the second half of
this session, you will redo the
assessments you took at the beginning
of the program to see how your
symptoms and quality of life have
changed. The session will end with you
and your therapist discussing how to
use what you learned in this program
in your daily life. You will also discuss
how to continue using healing
strategies you have learned to live a
positive and fulfilling life.
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Session Two - Self-Compassion
Occupational Therapist Educational Materials
Purpose of this session
The purpose of this session is to teach individuals the benefits of practicing selfcompassion, and how to incorporate this practice into daily life.
About Self-Compassion
Self-compassion is a practice that involves treating the self with kindness and
understanding when faced with threats. This approach can promote a healthier body image
and eating behavior, both of which are beneficial to the recovery from an eating
disorder. Self-compassion means accepting imperfections and reducing body shame, as well
as adopting an accepting and understanding attitude towards mistakes and shortcomings
rather than engaging in self-criticism. As stated by Breines, Toole, Tu, and Chen (2014), a
self-compassionate response to feeling bad about one’s appearance or body size would be to
remind oneself that everyone has flaws, no one is perfect, and that flaws are part of being
human. This response would replace feelings of shame or self-criticism stemming from the
belief that one does not satisfy societal standards or live up to others expectations. According
to Breines et al. (2014), self-compassion involves treating oneself kindly versus being
judgmental, recognizing failures is part of being human, and observing negative events and
emotions instead of identifying with them. Body shame often contributes greatly to
disordered eating and other maladaptive behaviors seen in those with eating disorders
(Breines et al., 2014). Self-compassion has been shown to decrease body shame by
encouraging individuals to embrace their imperfections as part of being human versus
making judgements about their body and attractiveness based on others or societal standards.
Research by Breines et al. (2014) has shown that self-compassion may greatly counteract
social pressures that contribute to eating disorder behaviors in women and girls, and can
result in increased happiness and optimism, decreased symptoms of depression and anxiety,
increased motivation to improve, and more balanced reactions to stressful events.
EHP Application
This module utilizes the EHP intervention approach of establish. With this approach,
treatment is aimed exclusively at making changes in the person, typically focusing on person
factors and improvement in skills. Specifically, this intervention focuses on establishing new
skills related to practicing self-compassion and gratefulness. The core EHP construct of
person is targeted in this treatment, as self-compassion focuses on addressing the cognitive
and psychosocial skills of the client. By targeting these skills, this module will provide clients
with strategies to interact with the surrounding context more effectively, and ultimately
increase the performance range, or the number of available tasks. From an OT standpoint this
would result in increased participation and identification of life occupations that may have
been impacted due to maladaptive thinking and behavior patterns stemming from an eating
disorder.
References
Breines, J., Toole, A., Tu, C., & Chen, S. (2014). Self-compassion, body image, and selfreported disordered eating. Self and Identity, 13(4), 432-448.
doi:10.1080/15298868.2013.83899
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Session Two - Self Compassion
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of the first session and ask
the client how they feel about the program after the first session. The therapist
may ask the client to report how they answered the journal questions, any
significant or surprising information that was written about, and how the client
felt about the assessment and introduction to the program. Next the therapist
should outline the purpose of the session, and explain self-compassion and the
importance of practicing self-compassion.
Then, discuss the following objectives and offer an opportunity for questions:
 The client will be able to discuss reflective journal questions with the therapist
by the end of the session.
 The client will be able to explain what self-compassion is, and the importance
of practicing it in daily life.
 The client will actively participate in the self-compassion intervention by
completing the two exercises provided in the session.
 The client will be able to explain the journaling and homework assignment for
week two to the occupational therapist by the end of the session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Self-Compassion Intervention (30 minutes)
The occupational therapist will introduce the concept of self-compassion and
discuss the research associated with it as outlined in the occupational therapist
educational materials. The importance of self-compassion should be addressed,
and how it can help combat eating disorder symptomatology. The occupational
therapist will then guide the client through the self-compassion exercises which
are provided below in the client materials to print and/or photocopy as needed.
Each exercise should be explained and clarified as needed, and an opportunity to
ask questions should be provided. The therapist should help the client complete
each exercise, and provide guidance if requested by the client. The therapist
should encourage the client to attempt both exercises to the best of their ability to
facilitate the client’s complete understanding of the material. This will help the
client perform the exercises on their own after the session is complete.
3. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then, provide the client with the journal questions
for week two and encourage the client to begin writing in the journal starting with
this date. The following questions should be discussed with the client for an
opportunity to ask questions regarding the content of the journaling assignment.
These are suggestions to answer each day, however the client may also use the
journal to write about other topics as well:
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1. How do you think you will benefit from using self-compassion? What do
you think will be difficult?
2. At what times do you think self-compassion would be beneficial to use?
3. Where do you plan on incorporating self-compassion into your daily life?
4. What are some negative thoughts you experienced throughout the week
that you used the self-compassion exercises to change?
5. After reflection on this past week or any treatment sessions this far, what
questions do you still have?
6. What are you still struggling with that you would like to work on?
7. What are some difficulties you experienced when trying to incorporate
self-compassion into your life?
8. What are some successes you experienced when incorporating selfcompassion into your routine?
After discussing the journal questions, provide the client with the following
homework assignment using the provided prompt:
After learning about self-compassion today, your homework assignment is to try
to use these self-compassion exercises every day to replace negative thoughts or
feelings you may experience. Write in your journal and record when you used
self-compassion, how it helped, and how it changed your thoughts or feelings.
Offer an opportunity to ask about upcoming sessions, the content of sessions,
what was talked about during this session, or about homework assignments.
Review the objectives, offer reflection on objectives and ask client if the
objectives were met, and end the session.
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Session Two - Self Compassion
Client Materials
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Self-Compassion Exercise 1: Changing Criticism into Compassion
In this exercise, you will examine your critical thoughts about yourself, and practice
changing them into thoughts of self-compassion. You are encouraged to write
answers for this exercise in your journal or somewhere else so that you can look
back at your answers in the future. You are also encouraged to do this exercise on a
daily basis so that it becomes something you do automatically and don’t have to
think about.
1. Think of difficult times or situations that cause you to feel stressed, sad,
uncomfortable, or anxious. For example, maybe you are feeling anxious after
eating dessert or another food item.
2. After you have thought of a specific situation, write down the critical
thoughts you experience related to yourself. Be specific and write down the
exact words you think of, and also the tone of voice. For example after eating
dessert, you may look in the mirror and think “You are weak and have no
self-control. You’re disgusting” in an angry and disgusted tone.
3. Next reframe the negative self-critical statement to one that is more positive
and kind. Try to think of what you might say to yourself as a child or to your
best friend to show them compassion, warmth, and kindness. For example,
you may say to yourself “It is okay that you enjoyed some dessert tonight.
You really enjoyed the flavor and experience of eating that brownie, and you
enjoyed eating dessert with the rest of your family.”
4. While reframing self-critical thoughts into self-compassionate and
supportive talk, try performing physical acts that bring you feelings of
warmth and support. For example, try wrapping your arms around yourself
in a hug, or softly stroking your face or arm. These actions can help you feel
more kind and compassionate to yourself, and can help you feel more
supported and relaxed.
Keep in mind while performing this exercise, the goal is to show yourself kindness,
support, and understanding. You want to avoid judging yourself and your negative
thoughts, as this can cause you to become more self-critical. Instead focus on
noticing your critical thoughts, acknowledge and accept that they are there, and
then gently attempt to change them to be more self-compassionate, positive, and
kind.
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Self-Compassion Exercise 2: Turning Criticism to Compassion
In this exercise, you will practice turning negative self-critical sentences into selfcompassionate sentences. At the bottom there is space to write some of your personal
critical thoughts down and turn them into more positive and kind responses.
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Self-Compassion Exercise 2 Continued: Application
Now that you have practiced, there is space below for you to write your own critical or
negative thoughts you experience. After you have written some down, try to turn them
into self-compassionate thoughts.
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Journal Questions for Session Two

1. How do you think you will benefit from using self-compassion? What
do you think will be difficult?
2. At what times do you think self-compassion would be beneficial to
use?
3. Where do you plan on incorporating self-compassion into your daily
life?
4. What are some negative thoughts you experienced throughout the
week that you used the self-compassion exercises to change?
5. After reflection on this past week or any treatment sessions this far,
what questions do you still have?
6. What are you still struggling with that you would like to work on?
7. What are some difficulties you experienced when trying to
incorporate self-compassion into your life?
8. What are some successes you experienced when incorporating selfcompassion into your routine?
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Session Three - Routines
Occupational Therapist Educational Materials
Purpose of this session
The purpose of this session is to teach individuals the benefits and importance of
establishing healthy routines, and how routines can facilitate occupational participation.
About Routines
When an individual is experiencing symptoms of an eating disorder (ED), they
may become preoccupied with food, the image of their body, and with exercise as a form
of purging (Sproch & Anderson, 2018). Preoccupation with body image and self-esteem
can affect participation in other occupations, such as social participation, ADLs, and
IADLs. Addressing these behaviors by incorporating a semi-structured daily and weekly
routine can reduce over-focusing on food or body-image related thoughts or behaviors
and prevent occupational deprivation in a healthy and meaningful way. The prevention of
occupational deprivation and promotion of participation in meaningful occupations can
improve quality of life.
Routines are an important daily aspect of an individual’s life; from the time
someone wakes up to the time they go to bed. Koome, Hocking, and Sutton (2012) stated
that routines are a group of sequenced actions that are regularly followed, and may have a
mixture of scheduled daily activities. Also, it is recognized that with adolescents, routines
are also reliant on the family unit, stating adolescents should understand that many
schedules can come together with points of intersection to share common activities such
as group meals (Koome, Hocking, & Sutton, 2012). Routines and family routines can
have a key part in developing an adolescent’s unique rhythm of daily occupations, as well
as contribute to the physical, social, and mental development (Koome, Hocking, &
Sutton, 2012).
EHP Application
This session utilizes the intervention establish approach to promote the
development of organizational skills. The intervention focuses on personal factors
affected by ED symptoms that influence participation in healthy routine development.
According to EHP, the person cannot be addressed without considering the context, and
this approach would establish skills within the person to have a positive relationship with
their natural context, leading to an increased performance range in various tasks involved
with the daily routine. The establishment of supportive organizational skills will provide
the client with the ability to develop their daily routines that are conducive to healthy
habits and participation in meaningful occupations. Reducing maladaptive behaviors or
preoccupation with negative thought patterns can be accomplished by establishing a
healthy daily routine, which may lead to an increase in a client’s performance range and
reduce the risk or instance of occupational deprivation.
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Session Three - Routines
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about what was covered. The therapist may ask the client to
report on how they answered the journal questions, any significant or surprising
information that was written about, and how the client felt about the homework
assignment and journal questions. It may be helpful to encourage the client to
share how incorporating self-compassion into their daily routine felt, and if they
believe it was beneficial. The therapist may also ask the client if there were times
throughout the day where they needed to practice self-compassion more often,
and what was happening in their day when they practiced self-compassion. Next,
the therapist should outline the purpose of this session and explain the importance
of having a daily and weekly routine. Offer an opportunity for questions.
Then, discuss the following objectives and offer an opportunity for questions:
 The client will be able to discuss reflective journal questions with the
therapist by the end of the session.
 The client will be able to explain the importance of having a daily and
weekly routine by the end of the session.
 The client will complete at least one daily schedule by the end of the
session.
 The client will be able to explain the journaling assignment for week
three to the occupational therapist by the end of the session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Daily / Weekly Routine Intervention (30 minutes)
The occupational therapist will introduce the purpose of a daily schedule and
discuss the research associated with and the importance of daily routines, as
outlined above in the occupational therapist educational materials. The
occupational therapist will then give the template for a daily schedule to the
client, which is provided below in the client materials to print and/or photocopy as
needed. Each section should be explained and outlined, with instructions or
examples provided as needed. Offer an opportunity for questions. Suggest the
client complete one day of the planner, offering guidance if the client is
struggling. The client may require brainstorming or assistance with completing
the lists. Encourage the client to complete all sections, however, ensure the client
that it is okay if some areas are blank, such as the phone calls or appointments
section. Recommend or brainstorm areas with the client where to place the
schedule so it is visible and easily accessible.
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3. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then, provide the client with the journal questions
for week three and encourage the client to begin writing in the journal starting
with this date. The following questions should be discussed with the client for an
opportunity to ask questions regarding the content of the journaling assignment.
These are suggestions to answer each day, however the client may also use the
journal to write about other topics as well:
1. How do you think you will benefit from using a daily schedule? What do
you think will be difficult?
2. What time of day do you struggle with following a routine?
3. What new tasks would you like to incorporate into your routine and why?
4. What are some weekly goals that you would want to set?
5. Have you been incorporating additional resources from week 1 into your
routine? Which ones have been the most helpful and why?
6. After reflection on this past week or any treatment sessions this far, what
questions do you still have?
7. What are you still struggling with that you would like to work on?
8. What would you like to bring up to your occupational therapist, including
things you are grateful for, steps toward progress, small wins, struggles or
difficult situations during the week?
Offer an opportunity to ask about upcoming sessions, the content of sessions,
what was talked about during this session, or about homework assignments.
Review the objectives, offer reflection on objectives and ask client if the
objectives were met, and end the session.
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Session Three - Routines
Client Materials
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Date:________________________

Notes:
________________________________________________________________________
________________________________________________________________________
________________________________________________________
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Journal Questions for Session Three

1. How do you think you will benefit from using a daily schedule? What
do you think will be difficult?

2. What time of day do you struggle with following a routine?

3. What new tasks would you like to incorporate into your routine and
why?

4. What are some weekly goals that you would want to set?

5. Have you been incorporating additional resources from week 1 into
your routine? Which ones have been the most helpful and why?

6. After reflection on this past week or any treatment sessions this far,
what questions do you still have?

7. What are you still struggling with that you would like to work on?

8. What would you like to bring up to your occupational therapist,
including things you are grateful for, steps toward progress, small
wins, struggles or difficult situations during the week?

66

67

Session Four - Trigger Identification and Coping
Occupational Therapist Educational Materials
Purpose of this session
The purpose of this session is to inform clients about triggers and how they may
lead to thoughts and behaviors associated with eating disorders. This session is also
designed to introduce clients to potential coping strategies they can use when they
encounter triggers in their daily lives.
About Triggers & Coping
Berends, van Meijel, and Roosen (2011) define triggers as factors, often in the
person’s surroundings, that trigger eating-disorder behavior and contribute to the risk of
relapse. Berends et al. (2011) notes that these can vary from person to person, and if not
addressed can lead to a relapse. As a client transitions out of inpatient rehabilitation into
the home environment, they can be exposed to a variety of different triggers in the
environment. The inpatient rehabilitation setting often attempts to reduce any and all
potential triggers, thus allowing the individual to be successful in their efforts towards
recovery. When transitioning home, the highly structured environment of the hospital is
removed, and thus patients are often exposed to eating disorder triggers in the world
around them (Carter et al., 2012). One way to help individuals deal with triggers is
through the development of coping strategies or actions aimed at effectively dealing with
these triggers (Berends et al., 2011).
Coping includes efforts to manage external and internal demands that are
perceived as threatening to an individual (Davies, Bekker, & Roosen, 2011). Successful
recovery from an eating disorder can be influenced by the effectiveness of coping
strategies used by the person (Davies et al., 2011). Coping with triggers can mean
avoiding the trigger itself, or through actively coping with the trigger through a behavior
or action (Berends et al., 2011). Active coping has been found to be an indicator of
decreases in eating disorder related behavior and patterns (Davies et al., 2011), and can
contribute to a reduced risk of relapse (Berends et al., 2011). Coping can help individuals
deal with the triggers they experience in everyday life in a healthy and adaptive way,
which can allow them to continue to be successful in their recovery journey.
EHP Application
The EHP intervention approaches used in this session includes establish and
modify. Establish is incorporated when attempting to teach the client new skills related to
identifying triggers and using coping strategies to deal with triggers in a healthy way.
Modify is utilized by having the client change aspects of the environment that are
considered triggering and that lead the client to engage in disordered eating thoughts and
behaviors. The EHP constructs of person and context are both addressed in this session.
The person is targeted by teaching the client new skills for coping and trigger
identification. The context is targeted through encouraging the client to examine and
modify their context, particularly the physical and social environment, to remove or avoid
triggers.
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Session Four - Trigger Identification and Coping
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about incorporating a daily routine throughout the week. The
therapist may ask the client to report on how they answered the journal questions,
any significant or surprising information that was written about, and how the
client felt about the homework assignment and journal questions. It may be
helpful to encourage the client to share how incorporating a daily routine went,
what was difficult/easy, and if they believe it was beneficial. Next, the therapist
should outline the purpose of this session and briefly explain what triggers are and
how they may impact an individual. An opportunity for questions should be
offered, then the following objectives should be introduced:
 The client will be able to discuss reflective journal questions with the therapist
by the end of the session.
 The client will be able to explain triggers and how they relate to eating
disorder behaviors and thoughts by the end of the session.
 The client will be able to identify at least 3 triggers by the end of the session.
 The client will identify at least 2 coping strategies to deal with potential
triggers by the end of the session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Trigger Identification & Coping Strategies Intervention (30 minutes)
The occupational therapist will introduce triggers and explain to the client what
they are, what they may look like in daily life, and how they may impact a
person’s health and wellness. The therapist will discuss how triggers may lead to
eating disorder thoughts and behaviors, and why it is beneficial to be aware of
what potential triggers are. Research on triggers should be discussed, as outlined
above in the occupational therapist educational materials. The therapist will then
introduce the trigger identification activity, and discuss the list of triggers
common to those with eating disorders. The therapist should then have the client
identify at least 3 potential triggers, the feelings they evoke, and the behaviors
that result from these feelings. Assistance may be provided to the client to help
them think of triggers by posing questions that prompt the client to self-reflect.
Clients should be offered opportunities to ask questions throughout the exercise.
After completing the trigger identification worksheet, the coping strategies
handout should be provided and explained to the client. After the client has been
provided with the opportunity to read and discuss the provided list of coping
strategies, the client should be encouraged to write down additional ideas of
coping strategies to try throughout the week. Once the client has had an
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opportunity to brainstorm additional coping strategies, the therapist should
encourage the client to select 3 coping strategies to try throughout the week to use
when encountering a trigger.
3. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then, provide the client with the journal questions
for week four and encourage the client to begin writing in the journal starting with
this date and continuing throughout the week. The following questions should be
discussed with the client for an opportunity to ask questions regarding the content
of the journaling assignment. These are suggestions to answer each day, however
the client may also use the journal to write about other topics as well:
1. What triggers did you notice during the week that you did not think of
while completing the trigger identification activity?
2. Did you find yourself engaging in any eating disorder related thoughts or
behaviors due to a trigger? If so, what was the trigger?
3. Did you find it helpful having an awareness of your triggers? If so, how
was it helpful?
4. What are some things you did to make yourself feel better when you were
experiencing a triggering situation, item, person, conversation, etc?
5. What coping strategies did you try using throughout the week when you
felt triggered? Did you find these strategies helpful, and if so how?
6. After reflection on this past week or any treatment sessions this far, what
questions do you still have?
After discussing the journal questions, provide the client with the following
homework assignment using the provided prompt:
Now that you have learned about triggers and coping strategies, your homework
for the week will be to try and recognize when you are experiencing a trigger, and
then use a coping strategy to deal with the trigger in a healthy way. Throughout
the week try out at least three different coping strategies if possible. Write down
what strategies you found helpful, and what triggers you experienced that may
have tempted you or caused you to engage in eating disorder related thoughts and
behaviors.
Offer an opportunity to ask about upcoming sessions, what was talked about
during this session, or about homework assignments. Review the objectives, offer
reflection on objectives and ask client if the objectives were met, and then end the
session.
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Exercise 1: What Are Your Triggers?
A trigger is either a thought, feeling, experience, object, or event, which causes you
to feel strong emotions. These emotions can make you feel overwhelmed, stressed,
anxious, or depressed, which can lead you to experience thoughts and behaviors
related to the eating disorder. These thoughts or behaviors may look like obsessing
over calories, weighing or measuring food, thinking poorly about yourself and/or
your body, restricting or binging on foods, obsessing over weight, over-exercising,
refusing to eat, self-harm, or other forms of thoughts and behaviors. When you were
in inpatient treatment, you were likely protected from many triggers, but these
triggers are everywhere in the world and you will likely face some of them now that
you are home. Triggers may be unavoidable, but you can learn to recognize them
and deal with them without returning to your eating disorder. Knowing your
triggers can help you feel confident and prepared to deal with them in a healthy way
so that you can continue to participate in meaningful everyday activities.
Step One: Identifying Triggers
Below is a list of common triggers. These are just examples, you may or may not find
these triggering. There is space below the examples for you to write down your own
triggers.


Seeing movies, magazines, or advertisements highlighting certain body types
or recommending diets and other weight loss options



Hearing others talk about dieting



Seeing calorie counts for food listed on menus



Listening to friends or other people talk badly about their body and how they
look



Stepping on a scale and seeing your weight



Hearing someone talk about exercise



Seeing someone else engage in a disordered eating behavior

Now what are some things you find triggering? Feel free to write in the space below,
and try to name at least 3.

73

Step Two: Breaking Down Your Triggers
Now that you have identified some of your triggers, the next step is to look at how
they make you feel, and what these feelings make you do. By becoming aware of
your triggers and knowing how they make you feel and act, you can start to take
steps to avoid the triggers that cause you to return to thoughts and behaviors
associated with the eating disorder. Knowing how you react to triggers helps you to
know yourself, and to know when you may need to practice self-care and selfcompassion to help you continue on your recovery journey. Below are three
columns: one for listing the trigger, one for describing how the trigger makes you
feel, and one for describing the behaviors you may do because of these feelings. Try
to do this activity for at least 3 triggers to start, and as you become more familiar
with yourself and your triggers, feel free to use this activity again at a later date with
new triggers you may discover.

What is the trigger?

How does it make you feel?

What does it make you do?

Ex: Seeing calories on the
menu at a restaurant

Anxious, stressed about
eating

Choose only low calorie
meals instead of what I
really want.

Now that you have learned more about your personal triggers, let’s move onto the
next exercise and learn some coping strategies to help you deal with these triggers
in a healthy way.
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Exercise 2: Coping Strategies
Coping strategies are thoughts or actions you use to help you deal with a
threatening situation or event. Coping strategies may help you deal with and
manage the emotions and feelings you are experiencing. This handout includes
examples of coping strategies that you can use to deal with your triggers in a healthy
way. These strategies may include things to change, things to get rid of or avoid, and
things to add into your life. Personal strategies are focused on changes you can
make to your thoughts or actions. Environmental strategies focus on making
changes to the people, events, and objects around you. Not all of these may work for
you, but you are encouraged to try any of the ideas below that you are interested in.
Personal Strategies
 Focus on what you can change or control. For example, you can decide to
ignore the voice in your head that is telling you do certain behaviors or think
certain things about yourself.
 Change your thoughts using self-compassion as discussed in session two.
 Engage in self-care by performing relaxation activities, and by doing things
you enjoy and that make you feel happy.
 Make a list of things you are grateful for.
 Journal about your feelings.
Environmental Strategies
 Remove yourself from the triggering situation and try to avoid it in the
future.
 Leave positive sticky notes of positive messages on your mirror or in other
places you find triggering.
 Try to avoid or limit the time you spend with others who frequently talk
about dieting, exercise, or who frequently body shame.
 Limit the amount of time you spend on social media sites that may be
triggering. Try unfollowing triggering accounts such as those that promote
dieting or a certain body size
 If you enjoy social media, try following inspirational accounts that promote
accepting bodies of all sizes and other healthy behaviors.
 Toss out magazines or other triggering items.
 Keep recovery resources in easy to access places.
 Talk with a supportive family member or friend that you trust.
Now list some ideas you have:
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Journal Questions for Session Four
1. What triggers did you notice during the week that you did not think of
while completing the trigger identification activity?
2. Did you find yourself engaging in any eating disorder related thoughts
or behaviors due to a trigger? If so, what was the trigger and thoughts
or behavior?
3. Did you find it helpful having an awareness of your triggers? If so,
how was it helpful?
4. What are some things you did to make yourself feel better when you
were experiencing a triggering situation, item, person, conversation,
etc?
5. What coping strategies did you try using throughout the week when
you felt triggered? Did you find these strategies helpful, and if so
how?
6. After reflection on this past week or any treatment sessions this far,
what questions do you still have?
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Session Five - Relaxation and Stress Management
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to teach the client the importance of, and techniques
related to, relaxation and stress management, and how these practices can facilitate successful
occupational participation and performance.
About Relaxation and Stress Management
Anxiousness and stress related symptoms are frequently diagnosed as comorbid with
eating disorders, as well as, depression, bipolar disorder, and obsessive compulsive disorder
(Harrington, Haxton, & Jimerson, 2015). The internal state of a human being can be
constantly affected by internal and external stressors, which can cause emotional or physical
stress, leading to increased anxiousness or other related symptoms that can be distracting,
inhibitory of meaningful occupations, or even debilitating (Montero-Martin, GarciaCampayo, Péres-Yus, Zabaleta-del-Olmo, & Cuijpers, 2019). Stress is the second most
frequent health related problem, and there is a substantial body of research connecting stress
to multiple health related conditions (Varvogli & Darviri, 2011). Typical treatment
approaches of anxiousness frequently include relaxation therapy, which is considered to be
an approach that emphasizes a relaxation response (Montero-Martin et al., 2019). Relaxation
is characterized by an absence of tension in the body and mind, accompanied by reduced
level of arousal and feeling physically rested (Montero-Martin et al., 2019). Additionally,
when individuals learn to relax and identify relaxation approaches that are successful for
them, they learn a coping strategy and gain a sense of control (Montero-Martin et al., 2019).
EHP Application
This session focuses on the person and establishing stress management skills in order
interact with tasks, the context, or the performance in a healthier way. The establish
intervention approach was utilized to make changes to the person. More specifically, the
establish intervention approach will assist the person in exploring and using different
relaxation techniques after understanding triggers and coping strategies from week four. EHP
is a top-down approach, and this session emulates the top-down approach as the focus is
placed upon the person. The person may experience stressors from tasks, the context, or the
performance, and establishing appropriate skills will assist the person in developing the
relaxation response. The person will be able to control their response to their context and
tasks, increasing the performance range of the client.
References
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Session Five - Relaxation and Stress Management
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they feel about the intervention. The therapist may ask the client to
report how they answered the journal questions, any significant or surprising
information that was written about, and how the client felt about the homework
assignment. As last session focused on trigger identification and coping strategies,
it may be helpful to discuss what the client wrote for some of the journal
questions to lead into the intervention. Next, the therapist should outline the
purpose this session and explain the importance of having a daily and weekly
routine. Offer an opportunity for questions.
Then, discuss the following objectives and offer an opportunity for questions:
 The client will be able to discuss reflective journal questions with the therapist
by the end of the session.
 The client will be able to explain the importance of stress management by the
end of the session.
 The client will be able to identify at least three relaxation strategies that they
can use for relaxation when they are feeling stressed by the end of the session.
 The client will be able to explain the journaling assignment for week five to
the occupational therapist by the end of the session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Relaxation and Stress Management Intervention (30 minutes)
The occupational therapist will introduce the intervention and state the purpose of
stress management and relaxation. The therapist may read the definition of stress
to the client or have the client read the definition of stress out loud. The therapist
will then provide the client education materials and prompt the client to reflect on
the past week to list stressors that they experienced and provide details to elicit
feelings of stress or thorough reflection of stressors. If the client is having a
difficult time identifying stressors, the occupational therapist should encourage
the client to reflect on some of the journal questions from week four with trigger
identification to assist with identifying stressors. The therapist should discuss with
the client about their stressful event(s). Progressing into the next stage, the
therapist should encourage the client to look at the listed relaxation techniques
and ask if any of the techniques are familiar, interesting, or unfamiliar. If the
client reports any techniques they would like to try, the therapist should assist in
guiding the client to trying any techniques. The therapist may assist in gathering
materials in the client’s home (i.e. candles, lotions, blanket and pillow, fidget
toys, music, videos) that would be useful during any of the techniques. After
trying a few techniques, the therapist should prompt the client to reflect on how
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they felt after the techniques, which ones seemed more beneficial than others, and
circle the ones that were useful or have been useful in the past.
3. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. The homework assignment for this week is for the
client to continue to explore relaxation and stress management techniques during
the week. There is an additional handout with instructions for potentially
unfamiliar techniques that the client may find useful. Offer opportunity to ask
questions as needed. Then, provide the client with the journal questions for week
five and encourage the client to begin writing in the journal starting with this date.
The following questions should be discussed with the client for an opportunity to
ask questions regarding the content of the journaling assignment. These are
suggestions to answer each day, however the client may also use the journal to
write about other topics as well:
1. When have you felt stressed or anxious during the week? What was the
situation like? How did you feel your body react (i.e. tense, shaky,
sweating, pounding heart rate)? What were your thoughts at the time?
2. Which relaxation strategies did you use or explore during the week? How
did it make you feel?
3. What relaxation strategies did you find helpful? Did you learn any tips or
strategies that you can apply or incorporate into your life? How do you
think this will affect your daily life?
4. What relaxation techniques did not work? How did it make you feel?
5. After reflection on this past week or any treatment sessions this far, what
questions do you still have?
6. What are you still struggling with that you would like to work on?
7. What would you like to bring up to your occupational therapist, including
things you are grateful for, steps toward progress, small wins, struggles or
difficult situations during the week?
Offer an opportunity to ask about upcoming sessions, the content of sessions,
what was talked about during this session, or about homework assignments.
Review the objectives, offer reflection on objectives and ask client if the
objectives were met, and end the session.
Note: The client will need to choose a family member to attend the next session.
The client should be encouraged to select a parent/guardian that they trust, and
that has been supportive throughout their treatment and recovery journey.
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Session Five - Relaxation and Stress Management
Client Materials
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Relaxation and Stress Management Exploration
Stress: A physical, mental, or emotional situation that causes tension in your mind or
body. Stresses can be external (from the environment, psychological, or social
situations), or from inside the body (an illness or a medical procedure). This can
make you feel distracted, sweaty, moody, nervous, or have racing thoughts.
Describe your largest source of stress(es) in detail:

Circle the relaxation techniques that worked best:

List any other techniques that you think may relax you or ones that you would like
to try:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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Relaxation Technique Instructions
This handout is for instructions for relaxation techniques that you may not be
familiar with, but might find useful.
Deep breathing: Find a comfortable area to sit or lay down, like a chair, a couch, or
your bed. Get comfortable; you can lie on your back with a pillow behind your head
and behind your knees, or sit in a chair with your back and shoulders supported by
the backrest. Let your arms relax at your side. You can close your eyes if you would
like to. Breathe in through your nose and let your belly fill with air, then breathe out
through your nose. Focus on your breathing. Place one hand on your chest and one
hand on your belly, and feel yourself fill up with air and lower as you exhale. As you
continue to breathe in, think to yourself, “I am calm and at peace as I breathe in”,
and as you exhale, think to yourself “I am breathing out all of my stress and tension.
It will all be okay”.
Journal: We use journaling throughout this program, and it can be a very useful in
helping you work through your thoughts or reflect on your day. You can use
journaling to talk about anything you want and as a way of writing down all of your
stresses to get the thoughts out of your head. It can be a great way to express your
thoughts and brain storm ways to solve problems in a constructive and private way.
Grounding: If you find yourself distracted easily, space out, or over-think with
anxiousness, you may need to practice grounding. Grounding means to be fully
present in your body and feeling connected to yourself. You can do this in a few
different ways:
1. Cover your crown: Place one hand over the crown of your head and close
your eyes. Feel your touch on your scalp and visualize the connectedness to
yourself.
2. Feel your feet: In sitting or standing, place all of your awareness at the
bottom of your feet. Pay attention to all of the sensations. Taking your shoes
and socks off may also help. Closing your eyes can help.
3. Follow your breath: Close your eyes and as you inhale, trace the air as it
flows into your nose and down to your lungs. Focus on the feeling of your
breath coming in and then back out as it exits your mouth or nose. Try to not
force your breath and just focus on feeling how your body naturally breathes.
4. Stand like a tree: Stand with your feet parallel and at least shoulder width
apart. Keep your head above your body with your chin tucked and your spine
straight and tall. Rest your hands at your side or place over your belly button.
Sink all of your tension into your feet without changing your posture.
Imagine your stress being absorbed into the ground. Imagine roots growing
from the bottom of your feet and growing deep into the ground below you.
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Square breathing: A quick way of calming your body and focusing on breathing
patterns to calm the mind. Breathe in for four seconds, hold for four seconds, breath
out for four seconds, hold for four seconds. Repeat.
Progressive muscle relaxation: This helps relieve tension in your body and helps you
focus on what your body is feeling. You will work through this technique by laying
down or sitting supported in a chair, then tensing and relaxing muscles starting
from head to toe. You can close your eyes if you would like to. You can do this by
looking up YouTube videos called “Progressive Muscle Relaxation” or by following a
simple step by step instruction:
1. Start with your forehead and squeeze the muscles for 15 seconds. Relax.
2. Next, move to your jaw and tense the muscles in your jaw and hold for 15
seconds. Relax.
3. Shrug your shoulders and tense your neck, or raise your shoulders up to your
ears and hold for 15 seconds. Relax.
4. Now, move to your arms and hands. Make a fist and tense up your arms and
hold for 15 seconds. You can either extend your arms away from you or flex
your hands toward you. Relax.
5. Squeeze your tummy muscles and tighten your abdominals for 15 seconds.
Relax.
6. Next, clench your buttocks and squeeze for 15 seconds. Relax.
7. Tense up your thighs and point your feet to tense your calf muscles for 15
seconds. Relax.
8. Finally, curl in your toes and hold for 15 seconds. Relax.
Aromatherapy: If you have access to candles, lotions, perfumes, oils, diffusers, clay
masks, bath bombs/salts, soaps, or the outdoors, this technique may be a good way
to relax yourself. Take time exploring different scents around you that you may find
calming. They are different for everyone, but some common calming scents are:
eucalyptus, vanilla, ginger, mandarin, rose, peppermint, tea tree, lavender, cocoa
butter, and rosemary. Pay attention to how you feel when smelling different
products, if they give you a headache, if they make you feel more awake, or if they
calm your mood and body.
Guided meditation: Guided meditation is useful when you feel like you want to
escape or calm you mind when feeling stressed, anxious, or overwhelmed. There are
many options for guided meditation, but typically it involves listening to someone as
they give you instructions as they guide you through imagining different relaxing
scenarios. If you have access you YouTube videos, search for “Guided Meditation”
and explore some of the options by listening with or without headphones. If you do
not have access to YouTube videos, you can find options for guided meditation
online and ask someone you trust to read the guided meditation to you.
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Journal Questions for Session Five
1. When have you felt stressed or anxious during the week? What was
the situation like? How did you feel your body react (i.e. tense, shaky,
sweating, pounding heart rate)? What were your thoughts at the time?
2. Which relaxation strategies did you use or explore during the week?
How did it make you feel?
3. What relaxation strategies did you find helpful? Did you learn any tips
or strategies that you can apply or incorporate into your life? How do
you think this will affect your daily life?

4. What relaxation techniques did not work? How did it make you feel?

5. After reflection on this past week or any treatment sessions this far,
what questions do you still have?

6. What are you still struggling with that you would like to work on?

7. What would you like to bring up to your occupational therapist,
including things you are grateful for, steps toward progress, small
wins, struggles or difficult situations during the week?

8. What questions or concerns do you still have?

*Remember to bring a trusted family member for next session!
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Session Six - Family
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to provide the client with an opportunity to include
their family in treatment, facilitate open communication with the client and their family,
and encourage family participation.
About Family Involvement
Families play a key role in the development of adolescents, and their overall
health and wellness. Families have unique patterns of cohabiting and cooperating, such as
sharing meals and activities, and often support individual members in their own rhythm
of daily occupations (Koome, Hocking, & Sutton, 2012). Koome et al. (2012) noted that
the stability and support provided by regular family interaction has also been shown to be
highly correlated with adolescent self-esteem and an overall positive attitude to life.
Family connectedness also has been shown to reduce suicidal ideation in adolescents, and
serves as a strong protective factor in adolescent development (Koome et al., 2012).
Lastly, as stated by Koome at al. (2012), family routines provide structure that promotes
mental well-being and resilience in adolescence.
Brauhardt, de Zwaan, and Hilbert (2014) found that family included as a third
party in the patient’s individual treatment resulted in better treatment outcomes in
adolescents. In addition, the involvement of parents in treatment has been found to reduce
the severity of eating disorders symptoms and shorten the duration of inpatient treatment
(Marcon, Girz, Stillar, Tessier, & Lafrance, 2017). Based on this research family appears
to play a key role in adolescent health and well-being, and family involvement in eating
disorder treatment leads to more favorable outcomes for adolescents undergoing
treatment.
EHP Application
The EHP core construct of context is being addressed in this intervention session,
more specifically the social context surrounding the client. The intervention focuses on
allowing the client to include the family, and work with their family to make changes to
the physical or social environment to promote continued recovery in the home. The
approach of adapt/modify is being used, as the target of this session is the context and
making changes to the context to allow the client to continue with successful recovery.
By having the client suggest changes for the family to make to ensure continued recovery
in the home, a second intervention approach utilized is prevent, as these changes may
help prevent the occurrence of relapse in the future by removing triggering situations in
the home environment.
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Session Six - Family
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about trying different relaxation and stress management
exercises throughout the week. The therapist may ask the client to report on how
they answered the journal questions, any significant or surprising information that
was written about, and how the client felt about the homework assignment and
journal questions. It may be helpful to encourage the client to share exercises they
tried from the previous session, and which of these they found helpful or not
helpful. Next, the therapist should outline the purpose of this session and briefly
explain the benefits of including family in treatment and how families can provide
increased health and well-being through support and family structure. An
opportunity for questions should be offered, then the following objectives should
be introduced:
 The client will be able to discuss reflective journal questions with the therapist
by the end of the session.
 By the end of the session, the client will be able to explain to their chosen
family member(s) things that are aiding in their recovery.
 By the end of the session, the client will discuss with their chosen family
member(s) things that are not going well, and things they need or would like
changed to help with recovery at home.
 The client and family member(s) will identify at least 2 practical changes to
make in the home to promote continued recovery for the client by the end of
the session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Family Intervention (30 minutes)
Research on the importance of family and family involvement should be
discussed, as outlined above in the occupational therapist educational materials.
Next, the therapist should prompt the client to share how the treatment program is
going and about things they have learned. The therapist should then assist the
client with completing the family communication exercise. This exercise is
designed to help the client and family member discuss what the client feels is
going well and what is not going well in the recovery process. The client should
be prompted to write about these topics, as well as write about things they feel
they need or want that will help with continued recovery in the home. After the
client has written about these topics, they should be encouraged to share and
discuss what they wrote with their family member. After this is complete, the
therapist should prompt the client and family member to think of two practical
changes that can be made to help the client continue to recover at home.
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The client and family member should be offered opportunities to ask questions
throughout the exercise. Homework for the week is for the client and family to try
to make the changes they identified during the session. The client will then
journal about incorporating these changes, and report on what went well, what did
not go well, and how these changes were beneficial.
3. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then, provide the client with the journal questions
for week six and encourage the client to begin writing in the journal starting with
this date and continuing throughout the week. The following questions should be
discussed with the client for an opportunity to ask questions regarding the content
of the journaling assignment. These are suggestions to answer each day, however
the client may also use the journal to write about other topics as well:
1. How did you feel including a family member in this session?
2. What went well, and what did not go well when talking with your family
member about your recovery journey?
3. How do you think including your family member will be beneficial?
4. Did you and your family make the 2 changes from last session? If yes, tell
about how it went and how the changes have helped you?
5. After reflection on this past week or any treatment sessions this far, what
questions do you still have?
Offer an opportunity to ask about upcoming sessions, what was talked about
during this session, or about homework assignments. Review the objectives, offer
reflection on objectives and ask client if the objectives were met, and then end the
session.
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Session Six - Family
Client Materials
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Family Communication Exercise
A member of your family or another trusted adult can be a great resource for
helping you recover. Having your family be a part of your recovery journey can
provide you with a sense of support and encouragement, and can give you someone
to rely on when things are hard. In this session you will have the opportunity to
show your family what you have been working on, and share how your recovery
journey is going. In addition, you will also have the opportunity to share what they
are doing that is helping you with your recovery, and what they are doing that may
not be as helpful. This will help you to communicate your needs and wants to your
family so that they can better support you in your recovery.
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Family Communication Cont.
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Journal Questions for Session Six

1. How did you feel including a family member in this session?

2. What went well, and what did not go well when talking with your
family member about your recovery journey?

3. How do you think including your family member will be beneficial to
you?

4. Did you and your family make the 2 changes you thought of in the
session? If yes, tell about how it went and how the changes have
helped you?

5. After reflection on this past week or any treatment sessions this far,
what questions do you still have?
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Session Seven - Improving Self-Esteem and Body Image
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to teach the client about the importance of selfesteem and body image, as well as provide strategies for improving self-esteem and the
view of self.
About self-esteem and body image
Low self-esteem has been identified as a predictor of disordered eating behaviors,
and it also can be a result of bulimic symptoms (Espinoza, Penelo, Mora, Francisco,
González, & Raich, 2019). Severe eating disorders have been associated with lower
levels of self-esteem in both male and female adolescents (Espinoza et al., 2019).
Internalization of beauty ideals has also been linked to predicting eating disorders
(Espinoza et al., 2019). Unrealistic cultural standards of beauty and the recognition of the
social importance of physical attractiveness and thinness can lead to feelings of shame for
a perceived failure to live up to societal beauty standards (Breines, Toole, Tu, & Chen,
2014). Striving for unattainable societal beauty standards can lead to unhealthy weight
control behaviors such as strict adherence to diets, severe self-retaliation when diets fail,
and symptoms of an eating disorder (Breines et al., 2014). Many efforts to improve body
image and self-esteem have focused on addressing body esteem and reducing the thinideal standard of beauty through media literacy.
Ferguson (2018) reports that 71% of individuals from 13 - 17 years old use social
media, with apps or websites consisting of Facebook, Instagram, YouTube, Snapchat,
Twitter, and Tumblr, and the average college student uses Facebook for about 100
minutes a day. Most individuals that use social media can be tempted to associate the
number of “likes”, comments, and followers to popularity and self-worth (Ferguson,
2018). Typically, individuals are only sharing or viewing the positive aspects of lives,
which are carefully edited and can lead to feelings of strong comparison, disconnection,
or loneliness (Ferguson, 2018). Fitness and “thinspiration” photos can also be triggering,
encouraging others to glorify unrealistically emaciated and muscular body types
(Ferguson, 2018).
EHP Application
The intervention approach utilized in this session is establish to promote selfesteem and positive body image through establishing various habits and positive thinking
patterns. This approach was used to make changes to the person and assist with exploring
different strategies to build self-esteem, limit or monitor social media influences, and
change body image. Secondarily, the technological context is also affected with the
modification intervention approach to change the social media platform the person is
viewing.
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Session Seven - Improving Self-Esteem and Body Image
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a reviewing of last session and ask
the client how they felt about the intervention. The therapist may ask the client to
report how they answered the journal questions, any significant or surprising
information that was written about, and how the client felt about the homework
assignment. It may be beneficial to prompt the client to share about the changes
that the client and family member made that were selected in the previous session,
how these changes were helpful, and any barriers encountered when attempting to
implement the changes. Next, the therapist should outline the purpose of this
session and explain the importance of developing self-esteem and body image,
while highlighting the use of social media and the effects of social media on body
image. Offer an opportunity for questions.
Then, discuss the following objectives and offer an opportunity for questions:
 The client will be able to discuss reflective journal questions with the therapist
by the end of the session.
 The client will be able to explain the importance of self-esteem by the end of
the session.
 The client will provide a self-definition of self-esteem by the end of the
session.
 The client will be able to identify three self-esteem goals related to the content
discussed by the end of the session.
 The client will be able to explain the journaling assignment for week session
to the occupational therapist by the end of the session.
The occupational therapist should offer another opportunity for the client to ask
questions before progressing into the intervention.
2. Self-Esteem and Body Image Intervention (20 minutes)
The occupational therapist will introduce the intervention and state the purpose of
improving self-esteem and body image. The therapist should then introduce the
two worksheets provided in the client materials section of this session. The first
worksheet titled “Exploring Self-Esteem”, is intended to be self-guided. The
client is to read each statement and answer yes if they agree, or no if they
disagree. Each statement, when answered yes, is indicative of positive selfesteem. After answering yes or no to each, the client will be asked to reflect and
determine what can be done or changed make all statements say yes, as this would
indicate the client is experiencing positive self-esteem across multiple areas of
life. The therapist should provide guidance or suggestions if the client is
struggling to come up with strategies to increase self-esteem. Processing
questions may follow the completion of this worksheet to allow for discussion and
further reflection. The second worksheet, titled “Internal Beauty” is another selfguided worksheet, however, the client may require assistance depending on the
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section. Discussion questions may follow the completion of this worksheet to
allow for further reflection. The client should be encouraged to hang or place the
worksheets in an area that is seen often or is easily accessible, as the client may
want to reference the worksheets daily. The client should also be encouraged to
view the goals, positive attributes, and strengths sections daily to promote positive
thinking and work toward the self-identified goals.
3. Media Literacy (10 minutes)
The occupational therapist should encourage discussion about social media use
and some of the content that they may be viewing from other users on Instagram,
Facebook, Snapchat, or Tumblr. The occupational therapist should be willing to
talk about unrealistic expectations of beauty standards and ways in which the
media uses digital techniques to change or modify images that are posted or
presented to the public. The therapist may engage the client in having
conversations about these topics by asking them about what they think about
beauty standards, different body types, and the content they see on social media.
The therapist should encourage the client to explore different topics on social
media, including the Dove beauty campaign (Facebook, Instagram, Twitter, and
YouTube), #bodypositive (Twitter and Instagram), #normalizenormalbodies
(Instagram), #edrecovery (Instagram, Twitter), or other body positivity or selfesteem topics. The therapist should also motivate the client to explore different
users that are involved with different hashtags or body positive topics, as they can
follow them and see their content on different platforms. The client should also be
encouraged to analyze who they follow and acknowledge how they feel when
they are viewing certain content or certain user’s posts. Does it make them feel
insecure? Does the post make them feel like they are comparing their personal life
to the user’s life on social media? The occupational therapist should encourage
the client to unfollow or remove people from their viewing list if the posts or
persons make them feel insecure, unhappy, disappointed, or anxious.
4. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. The homework assignment for this week is for the
client to view the two handouts titled “Four Habits to Make to Build Self-Love”
and “Self-Esteem Activities and Exercises” and try some of the suggestions on the
two handouts. Additionally, the client should be encouraged to explore social
media resources and make changes as they see fit. The occupational therapist
should offer an opportunity to ask questions as needed. Then, provide the client
with the journal questions for week seven and encourage the client to begin
writing in the journal starting with this date. The following questions should be
discussed with the client for an opportunity to ask questions regarding the content
of the journaling assignment. These are suggestions to answer each day, however
the client may also use the journal to write about other topics as well:
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1. Of the four habits on the “Four Habits to Make to Build Self-Love”
handout, which do you think will be the most difficult to make into a habit
and why? Which habit have you started thinking about or working on?
2. Which self-esteem activities from the “Self-Esteem Activities and
Exercises” handout have you tried? How did they make you feel? What
other self-esteem activities do you practice or would like to practice?
3. Think of someone that you believe has great self-esteem. What about them
tells you they have great self-esteem? How do you feel when you are
around this person?
4. List three positive things about yourself every day (and try to think of
different things each time!)
5. What is a compliment you would give yourself today?
6. What social media resources did you explore this week? Did you make
any changes to your social media? How did the changes make you feel?
7. Think of a time when you made someone else feel good. What did you
do? How did the other person respond? How did it make you feel?
8. When do you have negative thoughts about yourself? What are your
negative thoughts?
9. How can you practice positive thinking? Do you think positive thinking
would change your negative thoughts?
10. What was something good that happened to you this week? What
happened? How did it make you feel?
11. What is something that you can do to make tomorrow a better day?
12. What questions do you still have?
Offer an opportunity to ask about upcoming sessions, the content of sessions,
what was talked about during this session, or about homework assignments.
Review the objectives, offer reflection on objectives and ask client if the
objectives were met, and end the session.
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Exploring Self-Esteem

Statement

Yes/No

What can you do to change the “no” answers to “yes”? If all of the answers are “yes”,
explain or give an example of why you wrote yes for three of the statements.
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
__________________________________
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Internal Beauty
List 10 adjective, positive or negative, that YOU think describe you. (Ex: I am intelligent, I
am anxious.)
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Four Habits to Make to Build Self-Love
These exercises are here to help you practice self-love and improve self-esteem.
These things can take time, but practice makes perfect! Little steps every day can
make a big difference.
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Self-Esteem Activities and Exercises
These activities are designed to help with building self-esteem and to provide positive ways
to guide you when you may be having a low self-esteem day or week. It’s okay to feel down
sometimes! It happens. That is why this list was put together, to acknowledge your feelings
and help you overcome them in small, simple ways. Self-esteem takes time to build, but
practicing these habits and activities will help you take those steps in the right direction.


Start every morning with self-care. Taking care of yourself starts in the morning,
and grooming can help you feel your best. Brush and style you hair, pick out a nice
outfit, and brush your teeth.



Acknowledge your feelings, it can be easy at times to push your feelings away and
ignore them, but this can cause them to build and sometimes get worse.
Acknowledging how you are feeling and even sharing your feelings with someone
you trust can be a great way to boost your self-esteem and make you feel better.



Get creative! Do something you love or something you are good at, like making
music, crafting, or singing.



Remember how far you have come in your treatment journey so far. Give yourself
some credit! It takes a lot of work to get where you are and it is something to be
proud of.



Acknowledge your awards and achievements. It’s not every day that you get to
celebrate the first place win at a state tournament in a sporting event, win an award,
or pass a class with flying colors. Take some time to look back at your achievements.
(You can make a “brag wall” too of your achievements and show them off! You
deserve it!)



Learn something new! It can be anything from how to cook a new meal to how to
design a web page, or even how to spell your name in sign language. Learning
something new can give you a boost of confidence and make you feel proud.



Ask for support. It’s okay to have off days or bad days. These days happen. When
you ask for support, it will make you feel good that you know you can reach out to
someone when you cannot help yourself. Acknowledging this and understanding
when to ask for help is a courageous thing to do, and that is a skill worth being
proud of.



Accept compliments without excuses or reservations. Don’t follow up a compliment
with a denial or by stating, “you don’t mean that”. No excuses! If someone is
complimenting you, say “thank you!” and give yourself credit for what they said.



Allow yourself to be good enough, not perfect. Letting yourself be good enough gives
room for successful and rewarding achievements. If you focus on the small details
and strive for perfection, there is little room for happiness and satisfaction, because
it may seem like there is always something else to change or fix. Let go of the
perfectionist mindset. Your efforts are good enough. Your grades are good enough.
You are good enough.
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Journal Questions for Session Seven
1. Of the four habits on the “Four Habits to Make to Build Self-Love”
handout, which do you think will be the most difficult to make into a
habit and why? Which habit have you started thinking about or
working on?
2. Which self-esteem activities from the “Self-Esteem Activities and
Exercises” handout have you tried? How did they make you feel?
What other self-esteem activities do you practice or would like to
practice?
3. Think of someone that you believe has great self-esteem. What about
them tells you they have great self-esteem? How do you feel when
you are around this person?
4. List three positive things about yourself every day (and try to think of
different things each time!)
5. What is a compliment you would give yourself today?
6. What social media resources did you explore this week? Did you
make any changes to your social media? How did the changes make
you feel?
7. Think of a time when you make someone else feel good. What did
you do? How did the other person respond? How did it make you
feel?
8. When do you have negative thoughts about yourself? What are your
negative thoughts?
9. How can you practice positive thinking? Do you think positive
thinking would change your negative thoughts?
10.What was something good that happened to you this week? What
happened? How did it make you feel?
11.What is something that you can do to make tomorrow a better day?
12.What questions do you still have?
*Please have ingredients to make a simple meal of your choice for next
session!
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Session Eight - Meal Preparation
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to teach the client how to participate and engage in
meal preparation in a healthy way while facing food fears or rituals that may affect
performance in this occupation. It is anticipated that, even though the client has
completed inpatient treatment and has discharged with meal prep skills learned during
treatment, there may be behaviors that still remain from pre-inpatient treatment that
surface once the client returns back to the natural context. The client may revert back to
certain food-related behaviors that existed before treatment as a coping strategy, or
regress to the familiarity of maladaptive behaviors that were once normal. Meal
preparation was placed in session eight to ensure that coping strategies, relaxation
strategies, and other skilled learned during the program can be utilized as needed during
meal preparation.
About Meal Preparation
One of the main areas of occupation that is impacted with this population is meal
preparation. Anorexia nervosa (AN) and bulimia nervosa (BN) symptoms often involve
preoccupation with dietary content and calorie count, leading to restrictive eating and
maladaptive behaviors surrounding food and the fear of gaining weight (Lock, 2015). It
has been suggested that restrictive eating is also triggered by dysfunctional thoughts that
are associated with over evaluation of eating, weight, and shape (Legenbauer, Radix,
Augustat, & Schütt-Strömel, 2018). The moral positioning of food (i.e. organic or locally
sources vs non-organic or commercially produced), avoidance of specific types of food,
and anxiety surrounding food consumption are all indicative of disordered eating habits
and are related to clinically significant eating disorder symptoms in AN and BN (Barnett,
Dripps, & Blomquist, 2016). Anxiety related to food is a particular type of anxiety that is
common in EDs (Levinson, Brosof, Ma, Fewell, & Lenze, 2017). Food moralities, or
food rules (i.e. “fat is bad”) promote the development of distorted eating symptoms such
as restricted eating and preoccupation with food (Barnett, Dripps, & Blomquist, 2016).
Often times, food rules can be disguised in socially acceptable food trends, and foods
categorized as sustainable, organic, local, or “alternative” might provide another route for
individuals with an ED to restrict and control their food intake (Barnett, Dripps, &
Blomquist, 2016). Vegetarian diets are sometimes used to disguise restrictive eating
patterns employed to control weight and shape (Barnett, Dripps, & Blomquist, 2016).
Veganism, pescetarianism, paleo diets, and raw foods have recently gained traction as a
way to assist with developing more “normalized” or socially accepted eating patterns
when recovering from an ED, however they may serve as a vessel for continuing
restrictive eating patterns in a new way (Barnett, Dripps, & Blomquist, 2016).
Addressing the core beliefs is important for cognitive content and targeting their
underlying beliefs (Legenbauer et al., 2018). The three main thoughts that are associated
with eating behavior are negative thoughts about the body and self-esteem, thoughts
about restriction of food and weight loss, and thoughts about eating and loss of control
(Legenbauer et al., 2018). Researchers address these thoughts with recent treatment
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advancements that include exposure and response prevention therapies, which has been
successful at increasing food intake and weight gain (Levinson et al., 2017). ED-related
thoughts may be elicited by specific situational contexts such as exposure to certain foods
or specific stressors (Legenbauer et al., 2018). Inpatient facilities provide an environment
that reinforces recovery and normal eating habits and behaviors, while also limiting cues
for eating disorder behaviors, however this environment can be seen as controlled and
unlike eating practices in the natural context (Sproch & Anderson, 2018). It is imperative
to address eating behaviors and thought patterns as they occur in the natural context, as
this context is less controlled than in the context when the initial healing occurred in
inpatient treatment. Individuals with AN continue to exhibit difficulty with eating and
consuming calories after discharge from intensive treatment, food fears may still exist
post-discharge (Levinson et al., 2017). It can be difficult to generalize learned behaviors
and changed thought patterns to the natural context when they were established or
restored in such a controlled context.
EHP Application
This session focuses on the concept of the person, as the core beliefs, thinking
patterns, and maladaptive behaviors will be addressed. However, the performance and
context are also addressed in this session. The performance when participating in the task
of meal prepping is often affected by beliefs and thinking patterns of the person. The
context is also incorporated into this session because the context has a significant impact
on participation in this task. Certain aspects of the context can be triggering or conducive
to the continuation of maladaptive behaviors, thus establish and modify intervention
approaches will be utilized. Establish will be used to make changes to the person in
regards to the beliefs, thinking patterns, and behaviors that may occur with food rules and
food fears. The modify approach will affect the task and the performance, as
modifications to the task and context may improve the performance abilities within the
task and increase the overall performance range.
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Session Eight - Meal Preparation
Intervention Session Outline

1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about trying different self-esteem exercises throughout the
week. The therapist may ask the client to report how they answered the journal
questions, any significant or surprising information that was written about, and
how the client felt about the homework assignment and journal questions. It may
be helpful to encourage the client to share exercises they tried from the previous
session, and which of these they found helpful or not helpful. Next, the therapist
should outline the purpose this session and briefly explain the benefits of
including family in treatment and how families can provide increased health and
well-being through support and family structure. An opportunity for questions
should be offered, then the following objectives should be introduced:
 The client will be able to report the importance of meal preparation by the end
of the session.
 By the end of the session, the client will be able to actively engage in one
feared food meal preparation and eat the food with the therapist by the end of
the session.
 The client will be able to discuss feelings related to food and food fears with
the therapist by the end of the session.
 The client will understand and be able to explain the journal and homework
assignments by the end of the session.
The occupational therapist should offer another opportunity for the client to ask
questions before progressing into the intervention.
2. Meal Preparation (35 minutes)
The therapist should begin the intervention by briefly stating the importance of
meal preparation with the client and outlining research that has been provided in
the occupational therapist education materials. Next, the therapist should engage
the client in a discussion about fear foods and identify a fear food that the client
has. The client should begin the “Challenging Food Rules” worksheet, and the
therapist should instruct the client to continue filling out the worksheet throughout
the coming week. Encourage the client to think of a fear food that is “slightly
scary”, as the goal of the session is to participate in cooking the fear food and
eating the fear food. This food should be manageable to cook or assemble within
30 minutes and all ingredients should be available at the house (ex: peanut butter
and jelly, spaghetti, or frozen pizza).
After the fear food has been identified, encourage the client to gather the materials
and assemble or cook the food. The client should be able to complete the cooking
task with supervision as needed for safety and follow through for completion.
Once the meal is complete, sit with the client and eat with them at the table or a
common area that they eat meals in their home. Engage the client in discussion or
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reflection related to cooking a meal and eating a fear food. Some questions
include:
 Why is this a feared food? How can you challenge your thinking when
eating a feared food?
 How is your body reacting? Do you feel anxious, stressed, or sad?
 What was the most difficult part about cooking this meal?
 What were some thoughts you had as you were cooking or eating?
 What can I do to make you feel more comfortable? What can you do?
Depending on observations the occupational therapist made during the meal
preparation task or when eating the meal, discussion could be made regarding
modifications to the context or the performance. This could include removing
certain objects or food items from the kitchen (food scales, low calorie foods like
sugar or dressings), or blocking out the calorie counts on labels of certain foods.
3. Debriefing, introduction of journal and homework assignments (10 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. The therapist should remind the client to continue
completing the “Challenging Food Rules” worksheet, and to use it to work
through food rules they encounter throughout the week. Then, provide the client
with the journal questions for session eight and encourage the client to begin
writing in the journal starting with this date and continue throughout the week.
The following questions should be discussed with the client for an opportunity to
ask questions regarding the content of the journaling assignment. These are
suggestions to answer each day, however the client may also use the journal to
write about other topics as well:
1. How do you think the meal preparation activity went?
2. What is the next goal you would like to work toward your food goals?
3. What meal time situations are most challenging for you? How do you
think you will cope with that situation? What can you do differently?
4. Have you used any strategies from the mealtime tips hand out? If so,
which ones?
5. How have the challenging food rules gone for you when using the
“Challenging Food Rules” worksheet? Have you been able to work
through one of two food rules during the week?
6. What other thoughts or concerns do you have related to meal preparation
or facing your food fears?
7. After reflection on this past week or any treatment sessions this far, what
questions do you still have?
Offer an opportunity to ask about upcoming sessions, what was talked about
during this session, or about homework assignments. Review the objectives, offer
reflection on objectives and ask client if the objectives were met, and then end the
session
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Challenging Food Rules
This worksheet is to help you explore food rules or rituals you may have, and brainstorm
how to break them.

Slightly scary foods:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
__________________________
Medium scary foods:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Very scary foods:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
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Meal Time Tips
Food Rule tips:
 Utilize the food rule and food fear lists. Understand that these are fears or rules that
should be broken, but it is okay to acknowledge that they are trigger foods.
 Refer back to your fear food and breaking the rules worksheet. Try breaking the
rules and experiment to see what happens.
 Sometimes, fear foods can be categorized as foods that someone just does not like,
when it is actually a food that is labeled as too “fatty” or “not nutritious” and is
avoided. It’s important that you are honest and open with yourself. Food rules or
rituals can come about when there is a feared food, causing a need to change
behavior related to certain foods.
o Try tackling the same fear food once or twice a week until you feel more
comfortable with it. Incorporate it into a meal or a snack. And start small! It’s
okay to take small steps. Begin with a food from your “slightly scary” list and
ease into it. It should feel “slightly scary” but manageable. You also can plan
on adding a fear food on a day when you feel more confident or when you
are having company over so it feels a little better when eating a fear food.
 Try to avoid cutting food into small pieces, playing with food, or rearranging food in
your plate.
 Practice eating foods or snacks without checking the calorie count or portion size
first. This can be a hard rule or ritual to break, but it can really impact your attitudes
or thoughts toward your food.
 Keep foods as they are. Don’t disassemble sandwiches, omelet, or any food with
many parts to it. It is meant to be served how it is served.
Meal time comfort tips:
 Structure meal time with less distractions.
 Make decisions about meals and stick to them. No second guessing!
 If you are in a routine or ritual to only eat food in certain places or at specific times,
switch it up! It’s okay to eat earlier or later than what you usually do, and it is okay
to eat in a different location.
 Eat with someone or multiple people that you trust. Eat with people that have
healthy eating patterns and thoughts about food.
 Keep yourself busy after the meal. Sit and talk with someone, craft, or read a book!
Occupy your time with something meaningful that you enjoy. This can help change
your thinking patterns associated with food.
 Pick one thing you will change each day that is realistic.
o Ex: eat a piece of fruit as a snack and don’t add to your calorie count.
 It’s okay to take a small break to talk to a trusted person when you are feeling
overwhelmed or need to practice a coping strategy or relaxation technique. If you
need a chance to relax, definitely take that time. Make sure that it is not too much
time during your break, but take a second for a deep breath. You can do this!
 Journaling your thoughts and feelings after your meal or snack can be helpful if you
don’t want to talk to someone about your feelings this time, or if you just want to get
your thoughts out.
 Remember that things take time and hard work. Be persistent and don’t give up!
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Journal Questions for Session Eight
1. How do you think the meal preparation activity went?
2. What is the next goal you would like to work toward your food goals?
3. What meal time situations are most challenging for you? How do you
think you will cope with that situation? What can you do differently?
4. Have you used any strategies from the mealtime tips hand out? If so,
which ones?
5. How have the challenging food rules gone for you when using the
“Challenging Food Rules” worksheet? Have you been able to work
through one of two food rules during the week?
6. What other thoughts or concerns do you have related to meal
preparation or facing your food fears?
7. After reflection on this past week or any treatment sessions this far,
what questions do you still have?
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Session Nine - Assertiveness
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to assist the client in building assertiveness skills and
understand the importance of assertiveness to restore effective communication skills for
successful performance in social participation.
About Assertiveness
Commonly with eating disorders, individuals may experience preoccupation with weight
and excessive self-evaluation of body shape, which tend to lead to low self-esteem (Shiina et al.,
2005). With low self-esteem, often times an individual with an eating disorder may experience
alexithymic characteristics, or the inability to discuss or disclose personal emotions or feelings
(Shiina et al., 2005). With low self-esteem prevalent in eating disorders, in conjunction with other
typical symptoms in this diagnosis, treatment approaches tend to focus on assertiveness to deal
with the inability to describe personal emotions (Shiina et al., 2005).
Assertiveness is defined as the behavior related to the confident declaration, statement, or
affirmation of an individual’s thoughts and feelings (Venkatesh & Sabesan, 2019). Assertiveness
can be thought of as a skill set enabling the individual to defend their personal rights and opinions
without impeding on the rights or thoughts of others, while avoiding asserting dominance over
the other person and acknowledging the other’s point of view (Venkatesh & Sabesan, 2019).
Assertiveness is an effective behavior for fulfilling goals when compared to passive-aggressive
communication, as the individual is more likely to trust and value their own feelings and inner
worth (Venkatesh & Sabesan, 2019). They also are more likely to demonstrate respectful and
caring assertive behaviors when they trust and value themselves (Venkatesh & Sabesan, 2019). It
is recognized that a positive relationship with self-esteem is imperative to have successful
assertive skill building in order to gain the confidence within oneself to state internal feelings and
ask for a change in action from another individual (Venkatesh & Sabesan, 2019). Consequently,
assertiveness training was placed after self-esteem training to allow for time to develop selfesteem and promote the internal value an individual places onto themselves in order to effectively
utilize assertive skills for successful communication with sometimes difficult conversations.
EHP application
The main target of this session is the person, as changes will be made to the person
through skill development and practice. There are two intervention approaches that are utilized
with this session, establish for developing assertiveness skills and prevent when practicing
scenarios. The client will be able to concurrently develop assertiveness skills and practice them in
simulated situations that have occurred in the past or that the client is worried about in the future,
ultimately affecting the person and communication task before a problem occurs or before the
problem exists.
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Session Nine - Assertiveness
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about the meal preparation homework assignments from last
week. The therapist may ask the client to report how they answered the journal
questions, any significant or surprising information that was written about, and
how the client felt about the homework assignment and journal questions. It may
be helpful to encourage the client to share exercises they tried from the previous
session, and which of these they found helpful or not helpful. Next, the therapist
should outline the purpose this session and briefly explain the benefits and
importance of assertiveness. An opportunity for questions should be offered, then
the following objectives should be introduced:
 The client will be able to state the importance of assertiveness by the end of
the session.
 By the end of the session, the client will demonstrate assertiveness through a
role-playing activity during simulated social situations.
 The client will be able to discuss feelings related to being assertive by the end
of the session.
 The client will understand and be able to explain the journal and homework
assignments by the end of the session.
The occupational therapist should offer another opportunity for the client to ask
questions before progressing into the intervention.
2. Assertiveness Role-Play (20 minutes)
The therapist should begin the intervention by briefly stating the importance of
assertive communication with the client and outlining research that has been
provided in the occupational therapist education materials. The therapist should
then direct the client to the “Four Steps to Assertiveness” and “Assertiveness
Tips” handouts, and walk through each step or tip. The therapist should then
engage the client in a conversation about stressful situations where they needed to
state how they felt and where they would have liked to be more assertive. Then,
the therapist should introduce and explain a role playing activity where the
therapist would play the other individual and the client would be themselves.
Using the examples that the client provided, act out the situation and encourage
the client to bring up the difficult conversation while practicing being assertive.
The therapist should provide a variety of responses to assist the client in
developing assertiveness skills with different people or different situations. The
therapist should provide passive and/or aggressive responses. The therapist should
ask the client how they felt about the therapist’s response and how they may
proceed with the conversation. At least three situations should be used; situations
that the client came up with or that the therapist suggested if the client struggled
to think of situations.
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3. Debriefing, introduction of journal and homework assignments (20 minutes)
The therapist should engage the client in discussion about the role play activity.
Reflection questions may include:
 How do you feel your assertive skills were during the role play?
 Did the four steps hand out help you with developing your assertive
statements?
 What surprised you about the activity? What was difficult?
 How do you think you will use this in your daily life?
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then, provide the client with the journal questions
for week nine and encourage the client to begin writing in the journal starting with
this date and continue throughout the week. The homework assignment for this
week is to complete the “How Do I Want To Be Treated?” worksheet and review
the handout on tips for assertiveness. The following questions should be discussed
with the client for an opportunity to ask questions regarding the content of the
journaling assignment. These are suggestions to answer each day, however the
client may also use the journal to write about other topics as well:
1. What difficult situations have you had this past week? Did you use the
four steps of assertiveness? How did it go? How did you feel afterward?
2. Do you think your relationship changed after being assertive? If so, how?
3. If you didn’t use the assertiveness steps, were there situations where you
wished you used the assertiveness steps? Why didn’t you use them? How
did you feel because you did not use them?
4. Can you explain a time when you were expressing your feelings and it
came out as passive? Aggressive? Describe the situation in detail, how you
felt, and how the person responded.
5. Do you think that role playing during the session was helpful with using
the skills in real life?
6. How do you think your self-esteem training has helped your assertiveness?
7. What other questions do you have?
8. Do you still have concerns about being assertive?
Offer an opportunity to ask about upcoming sessions, what was talked about
during this session, or about homework assignments. Review the objectives, offer
reflection on objectives and ask client if the objectives were met, and then end the
session.
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Four Steps to Assertiveness
These steps are here to help walk you through the steps of assertiveness.
Being assertive will help you talk to others effectively by stating how you feel
and what you want. It’s okay if you don’t feel as confident as first. Just follow
these steps and practice!
1. Start with an understanding statement. This statement shows the other
person that you are listening and are trying to see things from their point of
view. Starting with a statement like this will also help the other person listen
to what else you are going to say.
 For example, an understanding statement sounds something like this: “I
understand that you try very hard because you work long days…”
2. Next, state your feelings. Telling the other person how you feel about the
situation or about the other person’s behavior can help you be more specific
with your feelings. Try using common emotions like angry, frustrated, sad,
upset, or anxious.
 For example, start the next sentence with: “I feel upset….”
3. Follow up the feelings statement with a when and why statement. This can be
combined with the feelings statement! This step will help you tell the other
person what specifically bothers you about what happened or what the other
person is doing. Tell the person how their behavior affects you.
 For example: “I feel upset when you don’t ask me how I am doing in the
morning, because it makes me feel like you are ignoring me.”
4. End with a want statement. This part can be the hardest part because you are
asking for something of the other person. It is okay to let others know what
your needs are, especially with those that are close to you. You are not being
selfish!
 For example, this statement should start with “I would like/want/need”.
It should sound something like: “I would like it if you would talk to me in
the mornings or ask me how I am doing.”
This takes practice, so give it a try! It may not always work the first time, but
don’t get discouraged. Keep in mind to respect the other person's feelings,
just as you would like respect from them. Remember to try to talk in a way
that is respectful, honest, and true to what you think and believe!
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How Do I Want To Be Treated?
When you are working towards continuing recovery after inpatient treatment, you
will be able to be around many people that are close to you, like your parents,
siblings, or friends. It is important to be able to ask for help from your support
system in order to get the right care you are looking for. Similarly, in week six when
you talked about family goals and how they can help you, you will be able to use this
worksheet to help you explore how you want to be treated. Asking for help and
telling people how you want to be treated is an important part of assertiveness.

Assertive statements:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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Tips for Effective Communication




















Use I statements, such as “I feel that…” and “I think…”. It will help you
focus your sentences and ideas based off of your feelings so you can tell
the other person what your emotions are.
Describe how another person’s behavior makes you feel and be
specific! It will help the other person understand what they are doing
that upsets you. You can start a sentence with “when you…” to help
focus your thoughts into their actions. Remember to use a tone of voice
that is not accusatory or angry.
Stick to your guns and be the broken record. If you feel you aren’t being
heard or listened to when stating your feelings and the other person is
not listening, repeat yourself! It’s okay to do this. You are showing the
other person that you want to be taken seriously.
Respect yourself. Understand that you are upset and that you want to
tell the other person so they can understand you and change their
actions. Having respect for yourself will help you put your needs first.
Express your thoughts and feelings calmly. Try to calm yourself before
stating your feelings if you are fired up and upset. Take a few deep
breaths and plan what you are going to say before you say it. You don’t
want your words to come out in a mean or negative way, the other
person may not receive it well.
Respect the other person’s feelings too. If you are asking for respect
from someone else, you have to give respect to them.
Say no when you need to. This applies to respecting yourself and
learning to say no. Self-esteem and self-respect are very important with
assertiveness, and if you have to say no to something, say it. If you feel
uncomfortable, say it.
Assume you are on equal standing with everyone. You have the same
rights as the other people that are around you or the other people that
you are talking to.
Keep good eye contact, but don’t stare. You want to be taken seriously,
look them in the eye, even if it’s hard!
Ask for positive feedback from someone you trust if you are feeling
nervous or insecure. It can help you gauge your feelings, emotions, and
responses to situations if you are unsure about how you acted or
reacted. Ask someone!
Take a step back if you are feeling heated or angry. Accept your
emotions and take a second to think about if you want to act on your
emotions or if you want to cool off. You may not have a choice and will
have to agree to disagree, and that’s okay! But it is always helpful to
make a second for a deep breath or two to calmly state your emotions.
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Journal Questions for Session Nine

1. What difficult situations have you had this past week? Did you use the
four steps of assertiveness? How did it go? How did you feel
afterward?

2. Do you think your relationship changed after being assertive? If so,
how?

3. If you didn’t use the assertiveness steps, were there situations where
you wished you used the assertiveness steps? Why didn’t you use
them? How did you feel because you did not use them?

4. Do you think that role playing during the session was helpful with
using the skills in real life?

5. How do you think your self-esteem training has helped your
assertiveness?

6. What other questions do you have?

7. Do you still have concerns about being assertive? If yes explain what
is concerning you.
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Session Ten - Social Participation
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to assist clients with overcoming social anxiety to
help them reconnect to their friends or acquaintances, begin to re-establish meaningful
relationships, and experience successful social participation.
About Social Participation
Positive social supports contribute to health and have been shown to be a
beneficial coping strategy for individuals dealing with physical and emotional distress
(Linville, Brown, Sturm, & Mcdougal, 2012). Involvement in secure and meaningful
relationships contributes to wellbeing and happiness (Turton, Cardi, Treasure, & Hirsch,
2018). According to Linville et al. (2012), research has shown that family and other
social supports can influence an individual’s recovery from an eating disorder. Positive
supports such as family and friends can serve as powerful resources in the recovery from
an eating disorder (Linville et al., 2012). Research by Linville et al. (2012) has shown
that individuals recovering from eating disorders reported a desire to reconnect with
others, and that caring relationships and social support was important to recovery.
Anorexia nervosa has been shown to be correlated with a range of interpersonal
difficulties, including fear of social rejection (Arcelus, Haslam, Farrow, & Meyer, 2013).
This fear can contribute to the symptoms of dietary restriction and weight loss, as these
may be used as maladaptive methods to improve self-worth and social acceptance
(Arcelus et al., 2013). Arcelus et al. (2013), found that individuals with AN have been
shown to interpret social scenarios with a negative bias, which was associated with a fear
of weight gain and body dissatisfaction, as well as anxiety and depression. Several
research studies have found individuals with eating disorders experience greater social
skill difficulties, social anxiety, and social maladjustment (Turton et al., 2018; Arcelus et
al., 2013). Due to these deficits, addressing social participation in individuals recovering
from eating disorders is important. Zucker et al. (2013) noted that recent formulations of
anorexia nervosa have determined that treatments should emphasize the establishment of
intimate interpersonal bonds such as social connections, as these may be one of the few
sources of reinforcement that may compete with eating disorder symptomatology.
EHP Application
This session targets the EHP core construct of person and context, specifically the
social context. The person is targeted using the establish intervention type by helping the
client develop skills related to self-reflection and identification of internal anxiety
towards social situations. Establish is also used to assist the client with developing skills
related to initiating social contact and reacting to responses, redirecting conversations to
new topics, and developing confidence to begin talking about their eating disorder to
other trusted individuals. Modify is used to address the social context, by helping the
client identify coping strategies for social situations that may involve changes to the
social environment.
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Session Ten - Social Participation
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about assertiveness. The therapist may ask the client to report
on how they answered the journal questions, any significant or surprising
information that was written about, and how the client felt about the homework
assignment and journal questions. It may be helpful to encourage the client to
share how they practiced assertiveness throughout the week, and if they found it
helpful or not helpful. Next, the therapist should outline the purpose of this
session and briefly explain the benefits of social participation, reconnecting with
friends and/or acquaintances, and how meaningful relationships can promote
recovery. An opportunity for questions should be offered, then the following
objectives should be introduced:
 The client will be able to identify anxieties and thoughts they have about
social participation by the end of the session.
 By the end of the session, the client will be able to name potential personal
and environmental coping strategies they can use to combat social anxiety.
 By the end of the session, the client will write a personal statement about their
eating disorder recovery.
 The client will participate in the social participation intervention by
completing three role play scenarios with the therapist by the end of the
session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Social Participation Intervention (30 minutes)
Research on the importance of social participation, reconnecting with others, and
developing meaningful supportive relationships should be discussed, as outlined
above in the occupational therapist educational materials. Next, the therapist
should prompt the client to share about how the treatment program is going and
about some of the things they have learned. The therapist should then assist the
client with completing the social participation exercises. The first exercise is
designed to help the client self-reflect and identify specific thoughts and anxieties
they have surrounding social participation and interacting with others such as
their peers. After identifying these thoughts, the client should be encouraged to
develop both personal and environmental coping strategies to help combat these
anxieties while interacting with others. The therapist may find it helpful to refer
the client back to previous sessions addressing coping, relaxation, and stress
management. Following this, the client should be prompted to write a statement
that assists them with introducing the topic of their eating disorder with a trusted
friend. This will allow the client to form deeper connections and open
communication lines with a trusted individual, and may allow another individual
to feel more comfortable approaching the client, asking how they are, and offering
support.
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After exercise one is complete, the client should move to the second
exercise encompassing three role play activities. The therapist should provide
suggestions, guidance, and help as needed throughout the role play activities. The
first role play should have the client trial a few different ways to reach out to a
trusted friend and initiate conversation. The therapist should role play different
responses that the client may receive when contacting a friend. These may include
but are not limited to responses that are passive, engaged, questioning, inquisitive,
cautious, outgoing, friendly, frank, or direct. To help the client gain confidence
and reduce anxiety, the therapist should attempt to change up the responses so that
the client can practice adapting and responding to the different replies they may
encounter when inviting a friend to get together.
The second role play should have the client practice talking through the
excerpt that they wrote in exercise one about their eating disorder. This will allow
the client to gain confidence in introducing the topic of their eating disorder to a
trusted individual, which will allow the client to establish open communication
with others. By encouraging the client to share about their eating disorder and
recovery journey, it will allow others to feel comfortable offering support and
encouragement. The therapist should inform the client that this step should be
taken only when the client feels comfortable and confident with sharing about
their eating disorder.
The last role play should have the client attempt to change the topic of a
conversation from one that is triggering to one that is not. The therapist should
start a variety of different conversations about triggering topics such as dieting,
body image, food, etc., and allow the client to respond and redirect the
conversation to a new topic.
The therapist should provide suggestions and helpful tips as needed.
3. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then, provide the client with the homework
assignment for session ten. The client should be encouraged to select and reach
out to a trusted individual, and invite the individual to talk in person or do an
activity together. The client should then be provided with the journal questions for
session ten that ask the client to reflect on the experience. The following questions
will be provided to the client:
1. What anxieties did you have, and how did you deal with these?
2. What coping strategies did you use?
3. What went well or did not go well?
4. What are you proud of when thinking back to the experience?
5. What is one goal you have for the future related to this experience?
Offer an opportunity to ask about upcoming sessions, what was talked about
during this session, or about homework assignment. Review the objectives, ask
client if the objectives were met, and then end the session.
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Exercise 1: Let’s Reconnect
After developing your eating disorder, you may have noticed that talking to others
and spending time with other people became hard to do. Maybe you have anxiety
because spending time with others is not part of the strict routine you follow. Maybe
you found it hard to deal with the anxiety and negative thoughts that come with
being with others. Low self-esteem or being self-conscious about the way you look
may have been another reason to avoid friends. Or, maybe it was too stressful to go
to events that revolved around food. Whatever the reason, your eating disorder may
have pulled you away from friends and attending social events. Friends can offer
you support, help you feel understood and accepted, and can help you get back to
doing fun things! The following exercises will help you with reconnecting with
others and getting back to spending time with friends and peers.
First, let’s look at your thoughts about social events and interacting with others
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Now that you have looked into your thoughts and feelings and how to cope with
these, you can hopefully feel more confident and prepared to get back to spending
time with friends and peers. One thing that may be difficult for you is how to talk
about your eating disorder with close and trusted friends. You may desire to
connect with others on a deeper level by sharing how you are doing and what you
have gone through, but it may be hard to think of how to bring it up. If this is
something you wish to become more comfortable with, it may be helpful to come up
with a statement or speech to break the ice and allow your friends to be comfortable
with asking about how you are doing. Below is a blank space for you to write a
speech about what you may say to a trusted friend. This is simply an exercise to help
you become more comfortable talking about your eating disorder, now or in the
future when you feel ready.
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Exercise 2: Role Play
Role playing can be a great way to practice things before trying them out in a real
world situation. Role playing involves acting out a situation as if it is the real thing.
Below we will practice three different role plays that will help you prepare for
things that you may encounter when spending time with friends or peers.
Role Play 1: This role play will help you start the process of reconnecting with
friends. You will practice reaching out to a friend and inviting them to hang out. Try
asking a few different ways, and your therapist will role play various responses you
may receive in return.
Role Play 2: For this role play, you will practice giving your speech that you wrote
above. This will help you feel more confident talking about your eating disorder
with a trusted friend when you are ready.
Role Play 3: For this role play, you will practice changing the conversation topic
from one that is triggering to something that is not triggering. For example, your
peers may begin talking about food or dieting. These topics may be triggering, so
this will help you to practice how you can change the topic. One example may be to
say, “He guys, let's talk about something else more fun! What are your plans this
weekend?”

Homework for session ten:
For this session, your homework is to contact a friend or acquaintance and get
together. If you do not feel comfortable meeting with a friend, try starting with a
family member such as a sibling or cousin if possible. This is a big step to getting
back to being comfortable and confident when hanging out and talking with friends
and peers! After you meet up with a friend journal about the experience. Answer the
questions provided on the Journal Questions for Session Ten handout.
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Journal Questions for Session Ten
Journal questions for this session will focus on the homework assignment
you completed during the week. You will be journaling about your
experience of reconnecting with a friend, acquaintance, or family member.

1. What anxieties did you have, and how did you deal with these?

2. What coping strategies did you use?

3. What went well or did not go well?

4. What are you proud of when thinking back to the experience?

5. What is one goal you have for the future related to this experience?
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Session Eleven - Leisure
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to promote leisure exploration and a return to
leisure participation to enhance the client’s well-being and quality of life.
About Leisure
Engaging in leisure has been shown to be beneficial to adolescent’s health,
development, and well-being. Leisure can contribute to psychological health, the
development of self-identity, the formation of new skills and social relationships
(Trainer, Delfabbro, Anderson, & Winefield, 2010). In addition, leisure has been shown
to buffer against the effects of stress, and can contribute to the management of life
stressors (Trainer et al., 2010). Leisure research has proposed that a powerful connection
exists between participation in physical leisure activities and improved body image, and
thus these types of activities can be beneficial targets for eating disorder treatment and
therapy (Axelsen, 2009). Sichlinga and Plögerb (2018) described research showing that
typical adolescent leisure time ranges from 6.5 to 8 hours per day in the U.S., and from
5.5 to 7.5 hours per day in Europe; comprising a large part of an adolescent’s day.
Individuals with eating disorders can withdraw from leisure activities as a result of their
disorder, and thus may experience occupational deprivation (Clark & Nayar, 2012).
Occupational therapists are uniquely qualified to support recovery from EDs by
addressing a client’s self-esteem through promoting engagement in leisure activities
(Clark & Nayar, 2012). Clark and Nayar (2012) suggest that leisure occupations can be a
useful intervention to enhance self-esteem and promote recovery in ED, and thus
occupational therapists can provide opportunities in the right environment for clients to
practice both familiar activities and new activities.
EHP Application
This session focuses on the intervention approach of restore by focusing on
helping clients return to participating in meaningful leisure activities. In addition, modify
may be used when addressing aspects of the context the client identifies as barriers to
pursuing and engaging in leisure activities. Through these intervention types, both the
person and context constructs are addressed.
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Session Eleven - Leisure
Intervention Session Outline
1. Introduction (15 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about the social participation session. The therapist may ask
the client to report on how they answered the journal questions, any significant or
surprising information that was written about, and how the client felt about the
homework assignment and journal questions. It may be helpful to encourage the
client to share about meeting with a friend or another trusted individual, and what
went well or did not go well. In addition, it may be beneficial to have the client
reflect on and share about anxiety or other feelings experienced during the
interaction. Next, the therapist should outline the purpose of this session and
briefly explain the benefits of leisure participation and how engaging in leisure
can promote recovery. An opportunity for questions should be offered, then the
following objectives should be introduced:
 By the end of the warm up activity, the client will be able to identify leisure
activities they used to participate in prior to hospitalization and/or onset of an
eating disorder.
 By the end of the session, the client will be able to name potential leisure
activities they may be interested in doing alone or with others.
 By the end of the session, the client will identify current personal and
environmental barriers to participating in leisure activities.
 The client will participate in the leisure exploration intervention by selecting
three leisure activities they would like to try by the end of the session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Leisure Exploration Intervention (30 minutes)
Research on the importance of leisure participation and its relationship to
successful recovery, as outlined above in the occupational therapist educational
materials, should be presented to the client. In addition, the common symptom of
withdrawal from leisure activities as a result of suffering from an eating disorder
should be explained to the client, and the therapist should help the client relate
this research to their own experiences with an eating disorder Next, the therapist
should assist the client with completing the leisure exploration exercises. The
exercise is designed to help the client self-reflect and identify what activities they
used to do, what activities they would like to do, and what personal and
environmental barriers to leisure participation exist. After completing these
sections of the exercise, the client should be encouraged to develop a list of three
leisure activities they would like to participate in. This step facilitates the client’s
movement towards experiencing meaningful leisure participation. The therapist
should provide suggestions and helpful tips as needed, and encourage the client to
engage in self-reflection when attempting to complete the exercise.
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3. Debriefing, introduction of journal and homework assignments (15 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then the client should be provided with the
homework assignment for session eleven, and instructed to perform one of the
leisure activities identified in the session activity. The client should then be
provided with the journal questions for session eleven that ask the client to reflect
on the leisure experience. The following questions will be provided to the client:
1. What thoughts, feelings, or conclusions did you have after looking at your
leisure participation and the activities you may have given up due to your
eating disorder?
2. What activity did you choose to try out of the three you identified?
3. How did trying this activity go? What went well or did not go well?
4. What feelings did you have while doing the activity?
5. What feelings did you have after finishing the activity?
6. Did you find it beneficial to do a fun activity? If so, how?
7. Did you find this session helped you get back to doing meaningful
activities? How else was this session helpful?
Offer an opportunity to ask about upcoming sessions, what was talked about
during this session, or about homework assignment. Review the objectives, ask
client if the objectives were met, and then end the session.
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Exercise: Leisure Exploration
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Your homework assignment is to try one of these activities and journal about it!
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Journal Questions for Session Eleven

1. What thoughts, feelings, or conclusions did you have after looking at
your leisure participation and the activities you may have given up
due to your eating disorder?

2. What activity did you choose to try out of the three you identified?

3. How did trying this activity go? What went well or did not go well?

4. What feelings did you have while doing the activity?

5. What feelings did you have after finishing the activity?

6. Did you find it beneficial to do a fun activity? If so, how?

7. Did you find this session helped you get back to doing meaningful
activities? How else was this session helpful?
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Session Twelve - Spirituality & Course Conclusion
Occupational Therapist Educational Materials
Purpose
The purpose of this session is to help clients establish, rediscover, or reconnect to their
spirituality.
About Spirituality
Spirituality, as defined in the “Occupational Therapy Practice Framework (3rd Edition)”,
is the aspect of humanity that refers to the way individuals seek and express meaning and
purpose and the way they experience their connectedness to the moment, to self, to
others, to nature, and to the significant or sacred (American Occupational Therapy
Association [AOTA], 2014). Spirituality can influence an individual’s motivation to
engage in occupations, and can give meaning to life (AOTA, 2014). As stated by Berrett,
Hardman, O’Grady, and Richards (2007), spirituality includes experiences such as
feeling compassion for another, loving and accepting love, feeling hope, feeling
enlightened, feeling gratitude, feeling a sense of life meaning and purpose, and receiving
inspiration.
Eating disorders can impact spirituality when the disorder becomes the primary
focus, and replaces others or God as a source of support, love, and comfort (Berrett et al.,
2007). Berrett et al. (2007) stated that individuals with eating disorders will often
completely lose touch with spirituality, and thus a main therapeutic task is to help these
individuals rediscover their spirituality through learning to place faith in the ability to
recover, a higher power, and in the love and support of others. Additionally Berrett et al.
(2007) notes that spirituality can be a resource and healing influence for individuals with
eating disorders. In a quantitative research study by Richards, Berrett, Hardman, and
Eggett (2006), a treatment group addressing spirituality demonstrated enhanced
effectiveness when compared to cognitive and emotional support groups. Richards et al.
(2006) found that individuals in the spirituality support group demonstrated reductions in
eating disorder specific symptoms, such as binging, purging, restricting, and attitudes
about food and dieting. This group also presented with greater reductions in depression
and anxiety, relationship distress, and social role conflict (Richards et al., 2006). Overall,
this study provided additional evidence that spirituality is an important contributor to the
recovery process for individuals with eating disorders, and that spiritual growth can
promote health, well-being, and a decrease in eating disorder symptomatology (Richards
et al., 2006).
EHP Application
This intervention targets the core construct of the person by addressing the person
factor of spirituality. The EHP intervention approach of establish/restore is used to help
the client develop spirituality or rediscover spirituality that was lost due to an eating
disorder.
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Session Twelve - Spirituality & Course Conclusion
Intervention Session Outline
1. Introduction (10 minutes)
The occupational therapist should begin with a review of last session and ask the
client how they felt about leisure. The therapist may ask the client to report on
how they answered the journal questions, any significant or surprising
information that was written about, and how the client felt about the homework
assignment and journal questions. It may be helpful to encourage the client to
share about the outcome of the leisure activity they selected to participate in
during the previous session, and what went well or did not go well. Next, the
therapist should outline the purpose of this session and briefly explain the
definition and benefits of spirituality. An opportunity for questions should be
offered, then the following objectives should be introduced:
 The client will be able to understand the importance of spirituality by the end
of the session.
 By the end of the session, the client will be able to identify at least two
spirituality activities they can use.
 The client will be able to describe a personal definition of what spirituality
means to them by the end of the session.
 The client will identify personal goals and personal identity components by
the end of the session.
Offer another opportunity for the client to ask questions before progressing into
the intervention.
2. Spirituality Intervention (15 minutes)
The session should begin with explaining the research behind the importance of
spirituality and how it can be impacted by an eating disorder, as outlined in the
occupational therapist educational materials. Next, the therapist should assist the
client in completing the exercise “Beginning Steps for Spirituality”. If the client is
having difficulty identifying meaningful things from the provided list, encourage
them to reflect on what they might like to do or what they used to find meaningful
prior to hospitalization. Assistance through prompting the client to brainstorm and
self-reflect may also be beneficial in assisting the client with defining spirituality.
Inform the client that the remaining exercises are to be completed as homework
following the completion of the program.
3. EDE-Q 6.0 and EDQOL assessment (10-20 minutes)
Explain the purpose of the assessments to the client and read the directions to
ensure proper administration. Administer the EDE-Q 6.0 and EDQOL
assessments in a comfortable environment without distractions. Ensure the client
can ask questions at any time, take as much time as they need, and if they feel
uncomfortable, they can terminate the assessments at any time.
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To access the EDE-Q 6.0, download at https://www.corc.uk.net/media/1273/edeq_quesionnaire.pdf
To access the EDQOL, download at http://cedd.org.au/wordpress/wpcontent/uploads/2014/09/Eating-Disorder-Quality-of-Life-EDQOL.pdf

4. Debriefing and satisfaction survey (10 minutes)
The occupational therapist is to debrief on the session and summarize what
occurred during the session. Then, the two handouts titled “The Heart” and
“Personal Exploration” should be outlined, and the therapist should encourage the
client to complete these as homework following the completion of the program
for further spirituality and personal identity exploration. The therapist should
describe “The Heart” handout and tell the client that if they have difficulty with
identifying how they show love to themselves, start with how they feel loved by
others or how they show love to others. This may assist the client with
understanding how they feel love from others and how they show love to others,
can both be ways that they show themselves love. Additionally, the therapist
should explain the “Personal Exploration” handout and suggest that they display
or hang the completed worksheet somewhere where they can view it daily for a
source of encouragement, sense of self-purpose, and motivation. The therapist
should offer an opportunity for questions related to the homework assignments.
Next, the client should be prompted to complete the satisfaction survey and
provide feedback. A distraction free environment should be provided, and the
client should be encouraged to ask any questions as needed.
Following the satisfaction survey, the client should be offered an opportunity to
ask about any of the sessions throughout the program, what was talked about
during this session, homework assignments, or about what life may look like after
the program. Encourage discussion about implementing what they have learned to
experience successful participation in their desired occupations. Additionally,
refer the client to any of the materials or resources that have been provided
throughout the 12 weeks. Review the objectives, ask client if the objectives were
met, and then end the session. Remind the client that they are not alone in their
recovery. Encourage them to reflect on all of the work that they have completed
and the personal growth they have attained through this program.
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Session Twelve - Spirituality & Course Conclusion
Client Materials
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Beginning Steps for Spirituality
This worksheet is meant to help you explore your values and things you find meaningful in
order to direct you toward activities that you might find help you with your spirituality and
personal identity outside of your eating disorder. These things can be anything from
listening to music to praying. They might help you feel wholeness, at peace, calmer, or find a
sense of purpose in life through doing something. Spirituality can come from anything you
find meaningful, and it is important to understand this part of you, because not only does
your body and mind need to heal, but your soul may need healing, too.
*Reference this list any time you are feeling anxious, directionless, lost, or hopeless. These
activities can help you direct your mind and actions toward meaningful tasks that you have
personally selected as meaningful.

What does spirituality mean to you?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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The Heart
There may be times where your heart feels lost, or your heart has felt broken in the
past.
It’s time to look at the emotions you are feeling or have been feeling and understand
them. Acknowledge the feelings you are feeling and try to figure out why they are
there or what you are doing because of the emotions you are feeling. Learning how
to open your heart to yourself and accept yourself can be a valuable thing. Feeling
love toward yourself can be healing, and can help you build acceptance and
compassion.
It’s okay to feel vulnerable and express the feelings that are hurtful or make you feel
broken and lost, like how you worked on assertiveness previously. You are not a
broken person for feeling hurt. You do not deserve to hold onto emotions that are
negative or hurtful. You are worthy of feeling emotions and letting them go. You
deserve to feel loved and cared for, and self-love can be one of the most important
things that you can give to yourself.
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Personal Exploration
We all have personal goals, aspirations, and passions in life, which all add to our
personal identity and who we are. Sometimes it can be hard to narrow down a focus
on what you want to do with your future and what you find meaningful. Passion for
something can come from any inspiration and can ignite a fire within us that helps
guide us toward the meaning in our lives. It can be helpful to take the time to
explore what makes you feel meaningful, passionate, and fulfills your purpose.
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Client Satisfaction Survey
Please circle your level of satisfaction as it applies to the question

1. How satisfied are you with the program incorporating your own beliefs, values,
and concerns toward your treatment?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

2. How satisfied are you with the material covered in the home program?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

3. How do you feel about your current management of your eating disorder
compared to when you started the program?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

4. How satisfied are you with the instruction provided by the therapist?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

5. How satisfied are you with the progression of the sessions (beginning with selfcompassion and ending with spirituality)?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

6. How satisfied are you with the gains in your recovery you have achieved as a
result of participating in this program?

Not at all satisfied

Somewhat satisfied

Neutral
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Satisfied

Very Satisfied

7. How satisfied are you with the treatment occurring in your home?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

8. How satisfied are you with the frequency of visits with the therapist per week?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

9. How satisfied are you with the degree of flexibility of the program and the ability
to incorporate it into your daily schedule?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

10. How satisfied are you with this program as a continuation of your inpatient
treatment?

Not at all satisfied

Somewhat satisfied

Neutral

Satisfied

Very Satisfied

Please provide any additional feedback or comments based upon your experience with
this home-based treatment approach below.
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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CHAPTER V
SUMMARY
Eating disorders have the highest mortality rate of any mental health condition for
all ages (Watt & Dickens, 2018). Eating disorders are particularly deadly in adolescents
with 1.8% of adolescents dying and 17% remaining unwell long term (Beukers, Berends,
de Man‐van Ginkel, van Elburg, & van Meijel, 2015). Eating disorders (EDs) are the
third most common chronic illness among adolescents, with the peak age of onset
occurring between the ages of 14-19 (Herpertz-Dahlmann, 2015). Eating disorders are a
complex mental health condition characterized by maladaptive eating behaviors coupled
with distorted body image and dissatisfaction with one’s body weight or shape. Two of
the most common eating disorders are anorexia nervosa (AN), and bulimia nervosa [BN]
(Obadina, 2014).
Typical treatment for eating disorders involves inpatient treatment at a hospital
where the primary intervention is focused on clients participating in regular eating,
thereby preventing them from engaging in maladaptive behaviors related to food such as
refusing to eat or purging after eating (Sproch & Anderson, 2018). It is recognized by
clinicians that the transition from inpatient rehabilitation to outpatient care is challenging
and can often be seen as a step-down in a patient’s recovery due to the intense
environment change (Sproch & Anderson, 2018). Often times, relapse prevention
techniques are implemented toward the end of a patient’s inpatient treatment. These
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techniques generally consist of education on relapse prevention and development of a
relapse prevention plan intended to be continued after discharge either with an outpatient
program or independently by the will of the client (Sproch & Anderson, 2018). Carter et
al. (2012) expressed that specialized intensive treatment for AN often produces
successful responses to treatment, but the significant rate of relapse suggests that acute
inpatient/day treatment alone may not be adequate to result in long lasting behavioral
changes to maintain normal weight and symptom abstinence once the external structure
of the hospital program is removed. Research conducted by Schaffner and Buchanan
(2008) also found that inpatient programs resulted in significant improvement in a short
period of time, but sufficient outpatient support and treatment are needed post-discharge
to maintain these gains.
The authors created educational materials for an occupational therapist to
implement in the natural context of an individual dealing with anorexia nervosa (AN) or
bulimia nervosa (BN) that has been recently discharged from an inpatient treatment
facility, with the intention to increase the generalizability of inpatient treatment into the
client’s daily life at home. The materials were created based on the Ecology of Human
Performance model. The materials address numerous aspects of eating disorder recovery,
such as relaxation and coping, meal preparation, leisure participation, social participation,
personal identity, and spirituality. The therapist materials designed to be used once a
week for 12 weeks, with each session spanning one hour in the client’s home. Included in
each weekly outline is research of the topic to educate the occupational therapist, the
Ecology of Human Performance model application, the semi-structured session outline,
and all materials required for each session that the client will use as either materials to
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work through during the session or as homework to continue to implement the session
throughout the week. The Eating Disorders Quality of Life Instrument (EDQOL) and The
Eating Disorder Examination-Questionnaire (EDE-Q) 6.0 are self-report measures
assessing eating disorder related symptomatology and how the correlated behaviors affect
quality of life. These measures have been included as a pre and post measure to
determine the effectiveness of the program on incidence and severity of symptoms, and
the effect of the program on quality of life. A satisfaction survey was also included to be
used during the last session for client opinion on the effectiveness of the program.
One of the primary possible roadblocks to the implementation of this program is
reimbursement. This program would have to meet the reimbursement requirements of
third party payers such as Medicaid or other private health insurance agencies in order to
be successfully implemented. Medicaid reimbursement for home health is dependent
upon the state’s rules and regulations, and thus the procedures and requirements for this
program to be implemented would vary depending upon the state. One recommendation
for addressing this roadblock would be to speak with Medicaid and other insurance
agency representatives to determine what documentation and procedures would need to
be followed to receive reimbursement for this type of home health and treatment
program. An additional limitation of this program is whether the occupational therapist is
employed at the inpatient facility where the patient received prior care, or if the
occupational therapist would be employed through a home health agency. This would
affect how referrals would be granted and how the patient would receive services.
For successful implementation of this program, it is recommended that the
occupational therapist have adequate knowledge in the symptoms and behaviors
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associated with eating disorders, as well as knowledge about areas of occupation that may
be impacted. In addition, the occupational therapist should be familiar with the various
topics and treatment methods used in this program. It is also recommended that the
occupational therapist implementing this program have some knowledge about the
utilization of the EHP model in practice. Potential for further scholarly collaboration
could be implemented through product development and research. After the program’s
effectiveness has been determined through the outcome measurements of the EDE-Q and
EDQOL, and through client satisfaction surveys, further product development could be
conducted to address identified areas of weakness or areas of needed development. In
addition to product development, further scholarly collaboration could be completed
through research. A research study could be conducted to determine the effectiveness of
the program related to maintenance of recovery in eating disorders after inpatient
treatment. This research could help other facilities and clinicians by providing evidence
to assist in implementing this program and obtaining funding.
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